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Whenever the need for dietary supple- 
mentation arises—as in anorexia, per- 
verted food habits, during and following 
illness, and in gastrointestinal disease 
—the regular use of Ovaltine in milk 
can be of signal value. Taken daily, this 
well-rounded multiple dietary supple- 
ment gives virtual assurance of nutri- 
tional adequacy. 

As indicated in the table, Ovaltine 
in milk provides virtually all essential 


A POSITIVE MEANS OF 


iometing Nutitional Adequacy 








nutrients in balanced, generous 
amounts. Its protein is biologically 
complete. It supplies not only B com- 
plex vitamins, but also vitamins A and 
D as well as ascorbic acid and essential 
minerals. 

The delightful taste and easy digest- 
ibility of this food beverage is relished 
by patients, hence the recommended 
three glassfuls daily are taken without 
resistance. 


THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO 1, ILL. 








CARBOHYDRATE 


CALCIUM. .... 
PHOSPHORUS... 
ce ee 


Three servings cf Ovcltine, each made of 
Ye oz. of Ovaltine and 8 oz. of whole milk,* provide: 


PROVEN... .. 
on EO ee 


o 3 « OCOM. VITAWINA. . ..+.s 3000 1.U. 
... 32Gm. VITAMIN Be... 0 1.16 mg. 
... 65Gm. RIBOFLAVIN. ..... 2.0 mg. 
. « a ..... arrears 6.8 mg. 
. . .0.94 Gm. VITAIING.. 2.6 2 cee 30.0 mg. 
ee 417 1.U. 
~~ Gp CGCARGNIES......s- 676 


*Based on average reported values for milk. 


Two kinds, Plain and Chocolate Flavored. Serving for 
serving, they are virtually identical in nutritional content. 
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SAVE TIME AND ENERGY 
ON EVERY EXAMINATION 
with a CEL 


MULTI-PURPOSE 
TABLE 


MODEL “A” 
TYPE 2 , 






IDEAL FOR PROCTOLOGICAL WORK 


The Ritter Multi-Purpose Table, Model “A,” Type 2, is particularly useful for 
doctors who specialize in proctology. A special knee rest on the leg section enables 
you to quickly and comfortably position patients. Special offset mounting assures 
perfect balance. This table, with slight toe pressure, can be raised or lowered through 
a 31”-49” range. Extremely flexible, it tilts to approximately 55° and rotates 180°. 
With all operating levers convenient and handy, you will find this table easily ad- 
justed to full horizontal, chair, head low, or gynecological positions. Visit our dis- 
play rooms for a demonstration of this latest Ritter Table. 


"For Finer Equipment” 


SUPPLY COMPANY 


PHYSICIANS AND HOSPITAL SUPPLIES 





60 COLUMBIA ST. WEST © WO. 1-4180 @ FOX THEATRE BUILDING © DETROIT 1, MICH. 
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THE FIGHT FOR FREEDOM— 
STATE LEVEL—NATIONAL LEVEL 


The work to keep American Medicine free of 
compulsion is being carried out with increasing 
vigor on the local, state and national levels. The 
individual doctor and the county medical society 
are on the firing line, aided by two distinct pro- 
grams assumed by the state and national medical 
organizations. 


State Level 


The far-reaching program of the Michigan 
State Medical Society is supporting the practition- 
er and his county society through: 

The CAP Plan: 
The “Good Citizenship Campaign” ; 

The “Tell Me, Doctor” radio program beamed 

daily over 26 stations; 

The informative films “Lucky Junior” and 
“To Your Health” shown in 400 theaters; 
Newspaper releases and pamphlets; 
Speeches through the active Speakers 
Bureaus; 
Community-medical service projects, 
such as Michigan Health Council, 
Rural Health Conferences, et cetera. 


Because of this aggressive educational program, 
the people are learning of the leadership of Michi- 
gan’s medical profession in promoting better health 
under the present voluntary system. That’s what 
every member’s tangible contribution (MSMS as- 
sessment) is accomplishing on the state level. 


National Level 


Covering the forty-eight states, the American 
Medical Association National Education Campaign 
plays its part through important contacts in the 
United States and abroad, working with national 
leaders and associations, preparing information and 
distributing millions of vital pamphlets offering 
sound advice and guidance. This top-level activity 
stems from the dues a member pays to the AMA. 

Each of these two separate programs has a nec- 
essary role to play in its own sphere. Both—well 
integrated—are helping to keep us free of Compul- 
sion. 
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HIGHLIGHTS OF EXECUTIVE 
COMMITTEE OF THE COUNCIL 


Meeting of April 19, 1950 


*® Monthly financial reports, including the Public 
Education Account and Public Education Re- 
serve Account, were presented, studied and ap- 
proved. 

Bills payable for the current month were pre- 

sented, studied, and ordered paid. 

E. S. Parmenter, M.D., Alpena, was appoint- 

ed by President W. E. Barstow, M.D., to the 

MSMS Committee on Venereal Disease Control; 

W. B. Harm, M.D., Detroit, was appointed by 

Council Chairman O. O. Beck, M.D. as chair- 

man of the MSMS representatives to the Liaison 

Committee with the Michigan State Board of 

Registration in Medicine. Both of these ap- 

pointments were confirmed by the Executive 

Committee. 

* A Committee to Study the Use and Misuse of 
Atomic Power (a committee of The Council) 
was authorized. 

® Joseph A. Witter, M.D., Detroit, Chairman of 

the Wayne County Medical Society’s Speakers 

Bureau, was congratulated for an excellent job 

in organizing and activating this Bureau. 

The Michigan Health Council was congratu- 

lated on its recent work and efforts, and recom- 

mendation was made that the Health Council 
expedite the printing and distribution of its 

Handbook (directory of health services in Michi- 

gan). 

The Executive Committee of The Council act- 

ed as hosts at luncheon to members of the Exec- 

utive Committee of the State Bar of Michigan. 

Report was given that Drug Topics, a national 

magazine in the hospital field, recently had dedi- 

cated a full-page in color to the MSMS “hour- 
glass” campaign. This illustration is to be re- 

printed in JMSMS. John E. Manning, M.D., 

Saginaw, was given credit for his idea of using 

the 3-minute hour glass in the Michigan CAP 

program. 

® Centenary of University of Michigan Medical 
School. The Editor reported that the May Jour- 


(Continued on Page 628) 
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HIGHLIGHTS OF EXECUTIVE 
COMMITTEE OF THE COUNCIL 


(Continued from Page 626) 
nal, including the cover, will be devoted to the 
U. of M. Medical School Centenary. Further 
celebration will take place at the MSMS An- 
nual Session in Detroit next September. 


A Committee on rehabilitation of handicapped 
children, advisory to the State Department of 
Public Instruction, was authorized. The person- 
nel, appointed by Chairman Beck, was: Frank 
Van Schoick, M.D., Jackson, Chairman, O. D. 
Stryker, M.D., Mt. Clemens, L. A. Drolett, M.D., 
Lansing, Arch Walls, M.D., Detroit, and J. M. 
Dorsey, M.D., Detroit. 


The Michigan Heart Association was given a 
vote of thanks for its continued generous sup- 
port of the Michigan Rheumatic Fever Control 
Program; its contribution of $23,246 was ordered 
placed in the Rheumatic Fever Control Fund, to 
help defray the expenses of the 28 Rheumatic 
Fever Centers in Michigan. 

W. L. Brosius, M.D., Detroit, was thanked for 
his generosity in contributing the Sykes Lecture 
honorarium to the Michigan State Medical So- 
ciety. 

Speakers on the Assembly and Section program 
at the MSMS 1950 Annual Session, scheduled 
for the Book-Cadillac Hotel, Detroit, September 
20-21-22, were announced. 


Jerome W. Conn, M.D., Ann Arbor, A. M. 
Rothman, M.D., East Detroit, and Alice F. 
Campbell, M.D., Albion, were appointed to the 
Committee on Arrangements and Program for 
the 1951 Michigan Postgraduate Clinical In- 
stitute. These appointments were confirmed by 
the Executive Committee. 


Reports: on AMA Rural Health Conference of 
February 4, by R. J. Hubbell, M.D., Kalamazoo; 
on the Conference on Basic Conservation Edu- 
cation of March 8, by K. H. Johnson, M.D., 
Lansing; on the Tenth Annual Congress of In- 
dustrial Health of February 20-21, by Max R. 
Burnell, M.D., Detroit; and on the Course in 
“Medical Aspects of Atomic Warfare,” week of 
April 3, by L. W. Gaydos, M.D., Detroit. All 
these reports were accepted, with thanks to the 
authors. 

Cost of collecting AMA dues. The offer of the 
AMA to pay State Societies not to exceed ten 
cents per member as accounting expense in col- 
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lecting 1950 AMA dues was considered; the 
Executive Committee decided to receive this 
sum from the AMA and to remit it to each 
county medical society on the basis of the num- 
ber of AMA dues payments received. 

The American Academy of General Practice of 
Wayne County’s letter of thanks concerning its 
participation in the 1950 Michigan Postgraduate 
Clinical Institute was read and ordered placed 
on file, with thanks. 


Michigan Hospital Service: progress report was 
presented by President E. D. Barnett, M.D., De- 
troit. 


Michigan Medical Service: progress report was 
presented by President R. L. Novy, M.D., De- 
troit. 

An item in the Secretary’s letter was authorized: 
urging members, if not already paid to send an 
early remittance for their 1950 MSMS dues, to 
aid MSMS in its important work and to insure 
that each member’s name appears in the Roster 
Number of JMSMS (July), was authorized. 
The monthly reports of the President, the Presi- 
dent Elect, the Secretary, and the Legal Counsel, 
were presented and approved. 


The Michigan Attorney General’s opinion cov- 
ering Grand View Hospital in Ironwood (Goge- 
bic County), re limitation on regulations con- 
cerning staff membership, was read. This opin- 
ion is based on the County Hospital Act and is 
not to be confused with the judicial ruling in the 
October, 1937, Genesee County Circuit Court 
case which applies to city hospitals. 

Procedure for local Mediation Committees. A 
copy of this suggested procedure, drafted by the 
MSMS Legal Counsel, was approved and or- 
dered submitted to each County and District 
Medical Society for use by its local mediation 
committee. 


Legal and ethical implications arising from dis- 
closure of professional information by a physi- 
cian. This opinion, presented by Mr. Herbert, 
was ordered published in JMSMS, for the in- 
formation of the membership. 


Committee reports presented: (a) Advisory 
Committee to Michigan Department of Public 
Instruction, meeting of March 15; (b) Com- 
mittee on Health Plans Study, meeting of March 
19. 


® Monthly reports of Rheumatic Fever Control 


(Continued on Page 630) 
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whether the sneeze 
is seasonal or perennial 


TRIMETON® offers more patients greater symptomatic relief. In 
severe hay fever TRIMETON was found to be the most effective 
antihistamine among six drugs tested, affording relief to 75 per 
cent of patients. In mild hay fever, benefit is obtained by 90 per 
cent of patients. 

In perennial allergic rhinitis, “TRIMETON .. . is distinctly supe- 
rior...and... was strikingly effective. ... The figure of 85 per 
cent satisfactorily treated patients is impressive.” 


RIMETON 


(brand of prophenpyridamine) 
TrRIMETON, a potent, well tolerated antihistamine is also indicated for 
symptomatic control of urticaria, angioedema, atopic eczema and derma- 
titis, antibiotic sensitivity reactions and some cases of asthma. 





TRIMETON is available in 25 mg. scored tablets. Bottles of 100 and 1000. 


Bibliography: 1. Loveless, M. H., and Dworin, M.: J. Am. 
M. Women’s A. 4:105, 1949. 2. Schiller, I. W., and Lowell, 
F. C.: New England J. Med. 240:215, 1949. 
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HIGHLIGHTS OF EXECUTIVE | 
COMMITTEE OF THE COUNCIL 


(Continued from Page 6238) 


Coordinator Leon DeVel, M.D., were presented 
and approved. 


The Public Relations Counsel’s progress report 
was presented: (a) eight press-radio-medical so- 
ciety meetings had been held in Bay City, Mid- 
land, Traverse City, Grand Rapids, Kalamazoo, 
Battle Creek, Flint, and Detroit, with an average 
attendance of over 50; (b) The MSMS Health 
Care Quiz pamphlet and idea will be used at 
the AMA “grass roots” meeting in June, 1950, 
San Francisco; (c) A National Conference on 
State and Community Health Leadership spon- 
sored jointly by the American Medical Associa- 
tion and the Michigan State Medical Society, 
will be held in Detroit in October, 1950; (d) 
A CAP Booster Session was authorized for Lan- 
sing on Sunday, May 7; (e) Brookings Institu- 
tion: Michigan has been selected as one of four 
states in which an Industrial Medical Care Sur- 
vey (as part of a national survey on the availa- 
bility of medical care) will be made by the 
Brookings Institution through the Michigan 
Health Council; (f) “To Your Health”: The 
Medical Society of the State of North Carolina 
has requested permission to have rights of ex- 
hibition of this MSMS movie for the State of 
North Carolina, which permission was granted; 
(g) Parade Magazine: The April 23 issue of 
Parade Magazine (eleven million circulation) 
featured as its main article a story to the effect 
that the Michigan State Medical Society has 
the answer to socialized medicine. 

® The Executive Director reported on the vital 
need for more exhibit space in Detroit at An- 
nual Sessions of the Michigan State Medical 
Society, in order to accommodate many addi- 
tional firms which desire space. 


ARMY CIVILIAN INTERN PROGRAM 


A number of positions are still available in the Army 
Medical Department’s civilian intern program, according 
to an announcement from the Army Medical Department. 


Applications are continuing to come in and selections 
are being made weekly. Interested individuals should 
submit their applications as soon as possible to insure 
that their cases will receive consideration. 


The recent adoption of uniform service standards for 


medical interns in the Armed Forces makes no change 
in the Army program. Service standards are: 
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1. Army internship served in a military hospital; one 
year of further active duty in addition to each year of 
internship. 

2. Army internship served in a civilian hospital; two 
years of further active duty in addition to one year of 
internship. 

To be eligible for this year’s program, a candidate 
must be a potential graduate who will begin an intern- 
ship during 1950, and must have been accepted for in- 
ternship training in a civilian hospital acceptable to the 
Surgeon General. 

Individuals who previously submitted applications for 
internship in an Army hospital and who were not ten- 
dered appointments may apply for the civilian program 
simply by completing two short forms. A new physical 
examination will not be required at this time. 

New applicants must file the complete set of forms, 
which may be obtained at any medical ROTC office or 
directly from the Surgeon General of the Army. 

Army interns in civilian hospitals must satisfactorily 
complete eight months of internship to become eligible 
to participate in the professional examinations leading 
to appointment in the Regular Army. 


FEDERAL INCOME TAX LAWS UNFAIR 
TO PROFESSIONS, SAYS ECONOMIST 


Present federal income tax lawe discriminate against 
physicians and other professional men and women, Frank 
G. Dickinson, Ph.D., Chicago, economist and statistician 
of the American Medical Association, points out. 

Because a considerable portion of physicians’ lifetime 
earnings are “bunched” into a relatively few peak earn- 
ing years, they pay more income taxes than other persons 
who receive the same lifetime incomes spread more evenly 
over a greater number.of years, Dr. Dickinson says in an 
article in the current (April 29) Journal of the A.M.A. 

This discrimination in lesser degree applies to a num- 
ber of other professions, according to the article. 

“A physician undergoes a long training period (the 
longest among the professions) during which he foregoes 
income and incurs expenses accumulating to approxi- 
mately $35,000 at the time of entering medical practice, 
at approximately age twenty-eight,” Dr. Dickinson says. 
“The working lifetime remaining after this prolonged 
training period is shortened. 

“To pay off this investment in training in annual in- 
stallments, his annual gross earnings would have to be at 
least $5,000 more than those of a person whose earning 
period started at age eighteen. 

“Under the 1942 Federal Internal Revenue Code, 
funds used by companies for the purpose of providing 
employes with pensions or shares in profit-sharing trusts 
are deductible from gross receipts as business expenses 
and thus are not a taxable part of the employer’s or com- 
pany’s income, if the particular plan is approved by the 
Bureau of Internal Revenue. 

“Since the provisions are restricted to employes, pro- 
fessional men who can qualify as employes—for example, 
company lawyers and company physicians—can receive 
the benefits of these pensions and profit-sharing trusts, 
while those who conduct their professions as single 


(Continued on Page 728) 
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especially in infancy, ranging from permanent deafness to suppurative dislocation 
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Honor-Unprecedented 


“President for a Day” 


In a move unparalleled in Michigan State Medi- 
cal Society history, the House of Delegates at its 
last session voted unanimously to honor the Editor 
of the Michigan State Medical Society JouRNAL 
for his long and devoted years of unselfish service 
to the profession he so ably represents. . . Wilfrid 
Haughey, M.D., a worthy son of an eminent doctor 
father, began his life of service to medicine after 
graduation in 1906. . . . Since then his years have 
been filled with the holding of official offices in the 
Calhoun County and Michigan State Medical So- 
cieties—starting as MSMS Secretary in the first 
decade of the century; at present Dr. Haughey is 
serving a long and fruitful term as Councilor of the 
Third District and as Editor of THE JoURNAL... 
In addition to these duties, Wilfrid Haughey al- 
ways has given generously of his time to ancillary 
health and service organizations of his city, county, 





Witrriw Haucuey, M.D. 


state and nation. . . . In grateful recognition, the | 


many thousands of his fellow doctors of medicine | 


in this state chose to honor him as their Michigan 
State Medical Society “President for a Day.” 


S. 
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A THRILLING NOVEL OF 
MODERN MEDICINE 
AND THE MEN WHO 
SERVE HUMANITY 













HUMAN ... APPEALING 
—, INSPIRING ... EDUCATIONAL  : 


Every Doctor will recognize himself in the pages of SAW-GE-MAH. 
He will recognize this great book as an inspiration to aspiring 
young medical students. SAW-GE-MAH iis truly the tale of the 
modern “Medicine Man” and his struggle to serve successfully in 
his chosen profession. 











Written by Dr. Louis J. Gariepy, a well-known Detroit surgeon 
and honorary “Medicine Man” of the Ottawa Indian tribe... . 
Net proceeds from SAW-GE-MAH will go to the Michigan In- 
dian Foundation and Mission School to aid in the education and 
training of Michigan’s Indian youth. 
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Three-Minute Medicine 


In January this year a dramatic, silent answer to socialized medicine which packs 
more wallop than a thirty-minute speech was presented to the members of the 
Michigan State Medical Society. In the photograph below, Drs. C. E. Umphrey, 
President-Elect and L. Fernald Foster, Secretary, are holding three-minute hour 
glasses which many doctors are using to demonstrate one of the flaws of socialized 
medicine. The idea works this way, when a patient comes into a physician’s office, 
the doctor turns the three-minute glass over and begins his examination. At the 
end of three minutes, he picks up the timer and says, “three minutes are up— 
under socialized medicine this would be all the time that I would have for 
you. That is one reason we doctors are against it. Now let us con- 
tinue...” The idea grew out of statistics on Britain’s socialized 
medicine system where the patient load per physician is so 
great that an average of three minutes is all each 
patient gets. 


(Story courtesy of Hospital Topics—Photo courtesy of Detroit Times) 
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Three-Minute Medicine 


The suggestion of a Saginaw physician, John E. 
Manning, M.D., presented to several hundred 
Michigan State Medical Society members at the 
January, 1950, Secretary’s and Public Relations 
Conference and adopted by that body, has grown 


viduals indicate the widespread and increasing use 
of this inexpensive, silent reminder of the “three- 
minute medicine” that accompanies socialization 
of the healing professions. 

The first national organization to endorse the 


The attractive Michigan State Medical Society “hour glass” exhibit was developed for the 


Michigan’s Postgraduate Clinical Institute of March, 1950. 


It dramatizes ‘“‘Three-Minute 


Medicine” and use of the small hour glass to highlight the excessive costs and the paucity of 


treatment possible under socialized medicine. 


This exhibit (minus the young ladies, Miss 


Glorianne Jaworski and Mrs. Orill D. Danby, Michigan State Medical Society secretaries) is 
now available for use by county medical societies at the various county fairs and exhibitions 
now approaching. Write the Michigan State Medical Society, 2020 Olds Tower Building, 
Lansing 8, Michigan, well in advance of the dates for which the display is desired. 


in stature until it is creating nationwide attention 
—in fact the “hour glass” dramatization of the in- 
adequacies of “Three-Minute Medicine” tends to 
become one of the most potent devices yet used in 
the campaign against socialized medicine. 

The daily mail brings new evidence of the idea’s 
acceptance as witness a letter from the Medical 
Society of New Jersey telling of their use of 2,000 
hour glasses at their annual meeting. Other let- 
ters from state medical societies, insurance com- 
panies, medical-dental service bureaus and _ indi- 
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idea was the National Association of Medical- 
Dental Bureaus, Inc., whose President, Mr. Carl 
G. King of Saginaw sent letters to all Association 
members explaining the presentation. Following 
this letter, bureaus in all parts of the United 
States ordered timers for distribution to their 
friends in the health professions. 

In the belief that publicity may tend to destroy 
some of the effect upon the doctor’s patients, the 
plan purposely has been “played down.” How- 


(Continued on Page 684) 








Cancer Comment 


NATIONAL CANCER RESEARCH 
PROGRAM 


The fourth annual report of the Committee on 
Growth of the National Research Council to the 
American Cancer Society contains much interest- 
ing and worthwhile information on the present 
status of cancer research as financed by the Ameri- 
can Cancer Society. 


The Committee on Growth is composed of 
“twenty distinguished doctors of medicine and of 
the basic sciences. The Committee, in turn, is as- 
sisted by twenty subcommittees, or panels, with a 
total membership of ninety-seven.” These panels 
are grouped under sections on Biology, Chemistry, 
Chemotherapy, Clinical Investigations, Physics, and 
Fellowships. 


The cancer research program, “by the end of its 
fourth year, was enabling 220 recognized scientists, 
fifty-four research fellows and some 540 profes- 
sional, technical, clerical and other assistants to 
carry on approximately 240 individual research 
projects in ninety-five universities, hospitals and 
laboratories distributed over thirty-one states.” 


The announced objective of this entire research 
program is “to find means of eliminating cancer 
as a health problem and meanwhile relieve suffer- 
ing and increase the individual’s years of useful 
life to the utmost.” 


Among the more spectacular advances in knowl- 
edge of cancer as a result of this research program 
are the following: 


“New evidence relating to changes in blood serum of 
cancer patients, opening up the possible development of 
a practical blood test for cancer. 

“Evaluation of anti-folic acid compounds as a treat- 


ment of definite but limited benefit in treatment of acute 
leukemia. 


“Discovery of the vast potentialities of the hormones, 
ACTH and cortisone, in treatment of rheumatism and 


other diseases, and preliminary testing of these drugs in 
cancer. 


“Discovery that a new chemical compound—guana- 
zola—will inhibit the growth of certain types of cancer 
in mice without apparent toxic effects to the animal. 

“Further evidence that chemical agents which produce 
‘environmental cancer’ also causes changes in the hered- 
itary pattern of the body’s cells.” 
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Due to the fact that cancer is many diseases with 
one name, it is necessary to test several types of 
cancer against any one diagnostic or treatment 
agent before reaching definite conclusions as to 
that agent’s value in cancer control. 


In the study of hormones, the evidence so fat 
obtained points to these studies as among the most 
promising lines of approach to the solution of the 
cancer problem. Accordingly, the program in this 
field and its financial support in the immediate 
future will engage a greater proportion of the per- 
sonnel and finances than in previous years. The 
work will be carried on by a special Panel on 
Hormones. 


A bibliography of 513 articles published during 
the past year of work supported wholly or in part 
by Committee on Growth is appended to this 
report. 


The report also contains a description of each 
research project supported by the Committee dur- 
ing the past year. 

Noting the eagerness with which the scientific 
world as well as the general public awaits word of 
new and helpful scientific discoveries in the field 
of cancer control, the Committee on Growth warns 
against premature publicity of new but untested 
information regarding the causes and treatment of 
cancer in the following emphatic statements: 


“All feelings of compassion and concern advise him 
(the researcher) to hasten with the discovery of more 
effective means of controlling cancer, whereas scientific 
method and reason dictate that he approach his encour- 
aging but fragmentary findings deliberately and judi- 
ciously. The risk of error is great. In kindling premature 
hope for the eradication of the disease beyond the limits 
of present means, we would succeed only in feeding the 
fires of disappointment and despair.” 


The Committee revealed that $1,797,619 of 
American Cancer Society funds had been allocated 
for the research program in 1950. In addition, 
$180,538 had been allotted to forty-six Fellowships 
and $148,000 for thirty-six Damon Runyon Cancer 
Fund Fellowships, making a total of $2,126,157 
available for cancer research purposes from these 
sources for the current year. 

(Continued on Page 638) 
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ONE WAY TO GET A DOCTOR 


A Michigan State College survey on Michigan 
health care discloses that a majority of the people 
in the rural areas feel there is a general need for 
more doctors. 

This probably is an accurate reflection of condi- 
tions outside of Detroit particularly, and the other 
urban areas of the State. Shortages of doctors is 
even felt in some urban districts not covered by the 
survey. That being the case, it must be more acute 
in the smaller towns and villages. 

If the people who thus complain of inadequate 
facilities really want to improve conditions in their 
communities, we have a suggestion to make. 

They might demand of their Representatives and 
Senators in the State Legislature that those gentle- 
men see to it that adequate funds are made avail- 
able for Michigan’s two medical schools, at the 
University of Michigan and Wayne University. 

If the State wants doctors badly enough, Wayne 
and University of Michigan can supply more if 
the schools are given enough State help to enable 
them to enlarge their physical plants, their facul- 
ties and their student bodies.—Lead Editorial, De- 
troit Free Press, May 4, 1950. 


NO PARALLEL 


_ Scotland is having a smallpox epidemic of such 
virulence that Britons entering this country are 
detained in quarantine unless they can show proof 
of recent vaccination. To Americans, a sweeping 
smallpox epidemic is one of those dread things now 
left far behind; an unthinkable today. 

We cite this to emphasize the tremendous gap 
between the levels of medical science’s application 
in America and in Great Britain. 

In refusal to recognize this difference lies the 
fallacy of those who argue for socialized medicine 
in the United States because it works after a fash- 
ion in Britain. It works far from well, but even 
granting it a nonexistent perfection there still can 
be no parallel drawn between the two nations. 

Much which in some measure can apply in the 
British case has no relationship whatever to any- 
thing we have. The instance of the Scots smallpox 
plague vignettes as well as anything possibly could 
the futility of trying to compare America and Great 
Britain from a public health standpoint.—Editorial, 
Detroit Free Press. 


“GRASSROOTS” OBLIGATION 


ce 


. The AMA cannot support or oppose 
candidates for public office. That is not the prov- 
ince of the AMA or of State and County medi- 
cal societies. But every doctor, in his own com- 
munity, if he believes in sound medical practice, 
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Editorial Comment 
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and if he believes in maintaining American free- 
dom, not only has the right to support candidates 
who square with his convictions but he has a sacred 
obligation to do so.” 

This exhortation, from the report of the Co- 
ordinating Committee of the AMA given at the 
December, 1949, meeting in Washington, should be 
heeded by every physician. He should find out, 
before casting his ballot, how every candidate for 
public office stands on the President’s socialized 
medicine proposal. And if he should get his pa- 
tients to do likewise, candidates will understand, 
unmistakably, the sentiments of the voters.—Nor- 


folk Medical News, March, 1950. 





CANCER COMMENT 
(Continued from Page 636) 


Second Michigan Cancer 
Conference 


The second Michigan Cancer Conference, spon- 
sored by the Cancer Control Committee, Michigan 
State Medical Society, will be held in Grand 
Rapids at the Hotel Pantlind on Wednesday, Octo- 
ber 18, 1950. The program will consist of four 
short papers on special subjects pertinent to the 
cancer control problem in Michigan, followed by 
a luncheon and question-and-answer period. The 
conference will adjourn by 2 p.m. 

The program is now being organized and will 
include a lay speaker of national prominence. The 
annual meeting of the Michigan Division, Ameri- 
can Cancer Society, will follow the conference 
immediately so that those wishing to do so will be 
able to attend both meetings. The conference is 
being co-sponsored by the Michigan Division, 
American Cancer Society. Members of the Michi- 
gan State Medical Society are cordially invited to 
attend. 


Pain, gross rectal bleeding, change in bowel -habits, 
weight loss and anemia are the major symptoms of 
carcinoma of the large bowel. 


The survival rate for carcinoma of the rectum is onlv 
half that for lesions above the rectum. 


Most cancers that arise in burn scars make their 
appearance at least 20 years after the initial burn. 


Skin graft all burns and do it preferably as part of 
the initial course of post burn care. 
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Trends in Gynecology 
and Obstetrics 


By Palmer E. Sutton, M.D. 
Royal Oak, Michigan 


* IS a great honor and privilege to be asked 
to evaluate trends in_ obstetrics and 
gynecology. 


Headlines of Present-Day Trends 


The trainee in our field today receives back- 
ground and reinforcements in the allied basic 
sciences. He is equipped to deal with the medical 
as well as the surgical problems peculiar to 
womanhood. Most men attracted to this specialty 
by its surgical facets find that functional and 
medical gynecological disorders far exceed the 
surgical. Surgery, while glamorous and necessary 
in our present state of knowledge, is frequently 
replaced when better understanding evolves. 
Witness the elimination of repairs for fistulae and 
birth lacerations of former 
generations with the improvement in management 
of labor and delivery. Witness the obsolescence 
of surgical suspension of the uncomplicated ret- 
roverted uterus which occupied such a_ vast 
amount of the gynecologist’s energies a generation 
or so ago. 


extensive canal 


There is a remarkable improvement in maternal 
norbidity and mortality. Hemorrhage, infection, 
ind so-called toxemia of pregnancy still remain 
the leading causes of maternal death (Figs. 1 and 


Abortion remains one of the most common 
ompiications of pregnancy, variously estimated to 





_ Presented at the Fourth Annual Michigan Postgraduate Clinical 
Institute and Michigan Heart Day, Detroit, March 9, 1950. 
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occur in one-tenth to one-fifth of all pregnancies 
(Fig. 3). The field of nutrition®**?* still offers 
excellent opportunity to improve our results in all 
phases of human disease whether it be fortification 
to surgery or prophylaxis against psychosis, 
anemia, irregular menstruation, uterine bleeding, 
toxemia of pregnancy, or prematurity. 

Prematurity is still the greatest single cause of 
natal and neonatal mortality (Fig. 3). Our efforts 
continue to understand phenomena believed re- 
lated to the endocrine glands. Psychosomatic 
considerations continue to be explored in all fields, 
from infertility to uncontrollable uterine bleeding 
to labor without fear. Extensive surgical experi- 
ments are being tried to improve our results with 
carcinoma of the cervix.'® Spinal anesthesia is 
finding more enthusiastic adherents for the ter- 
mination of labor and delivery. High continuous 
spinal is being tried to control the fulminating 
toxemia and eclampsia.‘’ There are new ways to 
study uterine inertia.‘*'*?*24 There are new 
functional activities attributed to the placenta. The 
above are some of the headlines; let’s see what is 
beyond. 


Hemorrhage 


Hemorrhage—it is so trite to say it—may be 
dealt a terrific defeat if hemorrhage is anticipated 
in every case, if facility to replace blood is avail- 
able, and if there is an alert attention to need. 
These most obvious “ifs” stand between us and 
attainable success. An old consideration—to re- 


place blood loss—is still a trend. 


Infection 


We are proud of the general improvement in the 
campaign against infection, both in the surgical 
and medical fields. There are trends we still need 
to consider. The antibiotics are more useful if 


649 














their specificity is not overlooked. Abandonment 
of sound surgical principles or replacement of 
careful aseptic technique by prophylactic peni- 
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Breast abscess in nursing women is rarely seen 


when early administration and proper dose of 
penicillin is given in breast infection. 
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cillin or other antibiotics will not enhance our Abortion 


results. Penicillin and streptomycin as_ prophy- 
lactic agents have not proven of value in 
prolongel labor.*° On the other hand, reviews of 
trends in Cesarean section in the past decade in 
two New York hospitals conclude that even in 
the infected cases there is no maternal death from 
infections when all the adjuncts of modern 
surgery are used.*® They do not find need to 
employ the extraperitoneal technique nor the 
Cesarean hysterectomy. They do employ the low 
flap. This trend has many adherents, and the 
need of the extraperitoneal approach or hysterec- 
tomy has been diminishing for several years in our 
immediaate vicinity and experience. 

The newer antibiotics give better end results in 
puerperal infection than in gonorrhea, which 
typically and frequently produces hydrosalpinx 
with destruction of the endosalpinx. Recovery 
after the first attack of gonorrhea may approxi- 
mate 60 per cent, after the second attack 30 per 
cent, and after the third attack—zero. 

The management of pelvic tuberculosis is still 
not unanimously decided. Trial with streptomycin 
and sanatorium regime is receiving careful con- 
sideration. 
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In evaluation of the abortion problem—I mean 
the spontaneous, unwelcome abortion—we have 
reason to believe the rate among the pregnant 
population is 10 per cent. By and large, those 
spontaneous abortions occurring up to ten weeks 
are due to defective or pathological fertilized ova. 
We have no means to correct or alter this group. 
When abortion repeats itself in the same patient,” 
the cause is the same in 58 to 80 per cent of the 
patients aborting and the pathological ovum is the 
recurrent cause 62 per cent of the time. Beyond 
ten weeks a smaller number who abort still show 
pathological ova. 
ference or guidance on our part, the spontaneous 


Further, without any inter- 


cure rate for successive abortions is as follows: 


TABLE I. SPONTANEOUS CURE RATE FOR SUCCESSIVE 
ABORTIONS 
Eastman and Malpas 








Succeeded in Subsequent Pregnancies Spontaneously 


PS EE EE eR he eT mire ee caitsoahanl 87% 
IN csc nci casa cies nce abouaebitac eer vticcataninileaseoeiaeaiel 63% 
ia ore bi care Di ae ea 16% 
Occasional Aborters—Above...............:c::sccsssecessseeseseeenees 87% 





We are left, therefore, to discover and influence 


factors in the abortus i group of less than 3 per 
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cent, in the abortus ii group of 27 per cent, and 
the abortus iii group of 74 per cent of subsequent 
pregnancies. 


CAUSES OF MATERNAL DEATH 


Percentage Distribution —— Michigan 1948 

















OTHER & 
NSPECIFIED) 
CAUSES 


7% 








HEMORRHAGE 
TRAUMA OR SHOCK 


44% 


INFECTION 
26% 


Fig. 2. 


Our scant about 


deficiency of thyroid, of nutrition, of chorionic 


knowledge patterns for 
gonadotrophin, estrogen and progesterone, and of 
vitamins is the frail structure upon which our 
therapy depends.*'® The assumption is made that 
we are capable of detecting and understanding the 
way of correcting all the known maternal factors 
in advance, such maternal factors as gynecologic 
disease, syphilis, nephritis to mention only a few. 
Beyond this, we are reduced to giving thyroid, when 
indicated, which has been the sheet anchor for 
We have all 
tried progesterone without too convincing results 
and studies indicate that progesterone desiciency 
alone is rare. Vitamin E, C, and K are under 
judgment. Others claim improvement with the 
early administration of stilbestrol. 


many years, but why is not known. 


Cancer Detection 


The examination of smears of the exfoliating 
epithelium of the cervix and uterus has now been 
done in several large series. It may be stated, 
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that as a screening technique, the method will 
uncover 1.5 per cent of invasive carcinoma and 
probably an additional 1 per cent of pre-invasive 


CAUSES OF NEONATAL DEATH 


Percentage Distribution — Michigan 1948 


gALL OTHER 
SPECIFIED CAUSES 1% 





INJURY AT BIRTH 


PREMATURE BIRTH 


15% 54% 


CONGENITAL 
MALFORMATIONS 





The 
cost of detecting a single case of pre-invasive 
carcinoma is estimated at $120 to $150. 


carcinoma among the general population.’® 


TABLE II. VALUE OF VAGINAL SMEAR 
Vincent Memorial Hospital—Graham and Meigs 


1942-1948 
Cases—8131 Slides Cancer—432 


False positive error diminished each year. 








OT 0.04% 
Positive smears mean presence of cancer. 

False negatives 10% 

SERGI A IR GIN iso cossa sca setacisexcccndensaetnesuesossdeSvectcantvnesseubee 98.0 % 
Smear and biopsy are complementary. 





TABLE III. PAPANICOLAOU SMEAR METHOD 
Woman’s Hospital, Beaver 








Cases (2-15-47 to 2-23-50)..........cecssccceseeee 
Positive or suspicious by smear 
Confirmed positive by biopsy...................00 





Proved negative by biopsy or IR geccecesecessencveorenncsens 26 
Not yet proved by nape + DEERE 25 
Including all vaginal smears and body fluids to date. 


97 Cases followed. 71 Proved positive. 
PIN acacia ah ceeva ees sevens eh ean eaten Scars anesseb yon gas oeaniobamnsraaaoms aes 73% 





The smear is not a rival of the biopsy in the 
diagnosis of cancer but is considered comple- 
mentary. Whenever either method is indicated 
the failure of each is about the same, approxi- 
mately 10 per cent; but when both methods are 
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used the diagnostic accuracy approaches 98.3 per 
cent. 


The problem of training an adequate number 
of competent technicians to carry out smear 
technique surveys remains without solution. 


The public awakened by the educational pro- 
gram of the American Cancer Society expect 
sober, thorough attention to cancer detection. Our 
whole armamentarium, short of smears and 
biopsy, consists of careful history and meticulous 
inspection and palpation.?° Some have used and 
continue to use the iodine test of Schiller which 
gives a brown color to normal stratified squamous 
epithelium containing glucose. The areas at the 
squamo-columnar border not taking the stain 
indicate the point where biopsy is to be taken. 
Not all such biopsies will be returned as cancer. 


Increased effort on our part in conducting 
routine regular detection should pay off by a 
discovery of carcinoma at an earlier stage. 


Toxemia of Pregnancy 


Until we know the cause of toxemia, better 
called eclampsia, and mild or severe pre- 
éclampsia, we continue to try to prevent or treat 
symptoms. Much can be accomplished by pre- 
natal care which keeps the physiological tendencies 
of pregnancy from becoming exaggerated. In 
recent years, emphasis has been on adequate pro- 
tein intake of 85 grams or more daily, low sodium 
and salt intake, thyroid where indicated, weight 
gain not in excess of 25 to 30 pounds, and main- 
tenance of the hematocrit at as high a level as 
possible. Also evaluation and elimination of 
psychosomatic factors such as severe emotional and 
mental conflicts are believed to be important. 
Patients with essential hypertension and previous 
toxemia deserve special study, as do also those with 
albuminuria or previous evidence of nephritis. 
Patients not controllable in a few days belong 
under more strict observation in the hospital where 
sedation, veratrone or continuous spinal may be 
available. Continuous spinal maintaining a level 
of anesthesia between T 3 and T 8 will cause a 
drop in blood pressure. This drop is usually pro- 
gressive and slow over a period of an hour, as 
much as 50 to 110 mm. of mercury. In most 
instances there is an increase in urinary output. 
Convulsions are controlled without resort to other 
sedation. The patients’ mental cloudiness clears. 
They are able to drink and eat. There is no harm 
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to the fetus. When the urinary output remains 
scant, hypertonic glucose usually improves it. When 
it is determined that the patient is under control 
and she is at or near term, the membranes are 
ruptured and %4 minim doses of pitocin may be 
given. 

The vast majority of patients who have ful- 
minating or severe pre-eclampsia have had little 
or no prenatal care. 


Teac and High Spinal and Veratrone 


Very excellent comparative studies have been 
made in Cincinnati under the direction of N. S. 
Assali with TEAC (tetraethylammonium chloride), 
high spinal, and veratrone.t The charts shown 
here were obtained in the Cincinnati General 
Hospital, Department of Obstetrics. 


TEAC blocks the autonomic nervous system at 
the ganglionic level. A standard dose given intra- 
venously to patients with hypertension of neuro- 
genic origin produces a marked drop in blood pres- 
sure to a level called “floor.” *“Floor” is supposed 
to represent that portion of blood pressure main- 
tained by a humoral component, together with the 
intrinsic tone inherent in the vessel walls. The de- 
pressor effect is achieved through a blockade of 
the sympathetic vasoconstrictor pathways to the 
arterial and possibly the venous system. The great- 
er the neurogenic component of hypertension, the 
more marked is the effect of TEAC. 


It has been claimed by Hingson and Whitacre” 
who have treated pre-eclampsia with spinal anes- 
thesia, that the pooling of the blood in the ex- 
tremities does not prevent excellent urinary out- 
put and improves the cardiac condition. H. W. 
Smith, Rovenstine, Goldring, et al deny this. 


In the past year we have had occasion to use 
continuous spinal anesthesia at Woman’s Hospital 
for the treatment of very severe pre-eclamptics and 
to now we are impressed with its usefulness. It 
probably should be reserved for the severe, fulmin- 
ating case who has been neglected or who is not 
responding to lesser measures. 

Veratrum viride in the form of veratrone (Parke 
Davis & Co.) has been used in only a few centers 
in the United States. I have used it occasionally 
as a temporizing expedient while studying a patient 
who seemed to be fulminating, with moderate con- 
viction of its usefulness. The recent careful evalu- 
ation of its pharmacologic action places it much 
higher in its position of usefulness. 
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Spinal Anesthesia 


Many of us believe that the use of spinal anes- 
thesia for delivery in obstetrics is one of the out- 
standing developments of recent times. Caudal 


B.S , Multipara- Normal Term Pregnancy 
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metacaine 15 mg. or nupercaine with glucose 2.5 
to 3 mg. is technically easier, more quickly given 
and takes effect immediately. For terminal one 
dose anesthesia in occiput presentations, it is given 
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Fig. 4. TEAC and veratrum viride in normal term pregnancy. TEAC caused a drop to “floor” of 
75/48 in prepartum patient. TEAC caused a negligible drop in postpartum patient. Veratrum viride 
caused a negligible drop in both the prepartum and postpartum patient. 
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TEAC causes drop of 40/20 mm. which is relatively negligible. Spinal—T 3 to T 8 level. 
Drop 100/60 mm. When the legs are elevated 90 de- 


grees, only under spinal does the pressure go up to approach previous level and drops to less degree 


when legs are returned! 


arrived with much fan-fare and spinal had a bad 
reputation to overcome in obstetrics. Previous sad 
experiences with spinal, using much larger doses 
than currently, created this bad reputation. Caudal 
is still an excellent method of conduction anes- 
thesia, but requires extra manpower to give it and 
watch it. Spinal, using procaine 35 to 50 mg. or 
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during the latter part of the first stage and is fre- 
quently sufficient for the second and third stages 
and repair of the episiotomy. If this is preceded by 
100 mg. of demerol, with or without scopolamine, 
the average patient, primipara or multipara, will 
need nothing else and be very happy with her ex- 
perience. I am sure the babies are better with con- 
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duction anesthesia. The mothers with spinal and 
early ambulation and immediate food intake are 
twenty-four to thirty-six hours ahead of their sisters 
who receive general. In decomposition of a breech 
the addition of general may be advisable. In pre- 
mature labor, conduction anesthesia is obligatory 
without demerol or barbiturates. The only draw- 
back with spinal is headache, about one in ten. 
Very few of these headaches are severe, however. 
The severe ones must limit the time allowed in the 
vertical position for one, two or three days. The 
majority will be controlled with a very tight, wasp- 
like binder. Since it is reasoned that the severe 
headaches are due to leakage of spinal fluid, it 
has been recommended and practiced by some to 
inject saline solution intrathecally until the head- 
ache is relieved. I have as yet never found it neces- 
sary. 


Uterine Inertia—False Labor 


The clinician has long needed more accurate 
means of measuring uterine activity than mere 
clinical impression and clinical response to seda- 
tion and stimulation. 


Studies now in progress,!?'*** preliminary re- 
ports of which are published, indicate the direc- 
tion of things to come. By means of a tokodynam- 
ometer and more recently, by means of recording 
electrical activity in the uterus, as has similarly 
been done for a long time now for cardiac muscle, 
certain patterns can be demonstrated for false 
labor, for uterine inertia, and effectual labor. Very 
briefly stated, effectual labor and rapid dilatation 
of the cervix occurs when the intensity of contrac- 
tions and amount of work done is greatest in the 
fundus, less in the mid-segment, and none in the 
cervix and lower segment. The pattern for uterine 
inertia may be variable as to intensity, but there is 
the same intensity of contraction or nearly so in 
all three segments. In both false labor and uterine 
inertia, though the patient experiences severe pain, 
little or no activity is registered in the tokodyna- 
mometer or electrohysterograph. Further, the re- 
sponse to stimulation with pituitrin, in so far as it 
may be stated at present, is that the most favorable 
physiological patterns are induced when the pi- 
tuitrin or pitocin are given by the i.v. dilute drip 
method. The dilute i.v. drip method has been 
noted to be safe in dilutions delivering 1/4 to 1/2 
minims of pituitary extract per half hour and any 
tendency to tetanic contraction of the uterus or 
slowing of the fetal heart tones may be immediately 
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controlled by stopping the flow of the i.v. fluid. 
Obviously, we are hopeful that such methods of 
differentiating more accurately false labor and 
uterine inertia and improvement in their manage- 
ment will be available to us soon. 


Prutitus Vulvae 


Pruritus vulvae is a very disturbing condition 
evading correction in many instances. It is due to 
a great variety of causes, such as: (1) generalized 
dermatoses; (2) primary disease of the vulvae, as 
leukoplakia, kraurosis, or the atrophy of meno- 
pause; (3) mycotic vulvovaginitis and dermato- 
phytosis and nonspecific bacterial infections; (4) 
chemical causes, such as diabetes; or (5) psychot- 
ic cause. 

Recent observations give us a new relieving 
agent, namely, certain fatty acids and of these, 
especially propionic acid. With the exception of 
pruritus vulvae due to mycotic infections and psy- 
chotic reasons, the relief is gratifying. In most of 
these conditions there is a loss of the natural pro- 
tective substances from the secretory sweat and 
sebaceous glands which the propionic acid sup- 
plies. Further, propionates are found to be fungi- 
cidal and bacteriostatic against the skin cocci. The 
use, therefore, of a 15 per cent sodium propionate 
ointment applied two or three times daily is suit- 
able externally, and the use of a 5 per cent sodium 
propionate douche morning and evening or a cocoa 
butter suppository of a 10 per cent sodium pro- 
pionate is recommended.* 


Heart Disease in Pregnancy 


Best results are obtained when the obstetrician 
entrusts to the internist the evaluation of symp- 
toms resembling or pointing to heart disease. This 
team is responsible for: (1) marked lowering of the 
radical procedures at delivery or termination of 
pregnancy—especially Cesarean section; (2) in- 
creasing the number of cardiac patients who are 
able to have children; and (3) marked diminish- 
ing in the indication for therapeutic abortion. 


Development of Placentology 


Until recently the opinion prevailed that pla- 
cental function could be explained best on the as- 
sumption of a resemblance to a semi-permeable 
membrane. 

Recent observations?’ indicate that, in addition 
to its functions as an organ subserving the cata- 
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TABLE IV. INCIDENCE OF LATE PREGNANCY TOXEMIA 


Smith and Smith Stilbestrol vs. Controls 
, Primigravida Only 








Combined series A & B 


Treated %o Control % 
i eae REED Rae eR EES 385 555 
Pre-eclampsia 
"SS eee eras 8 30 
SIE A aiid cacvecserccnncckossateoos 1 7 
OS net err eer ane 0 1 
IDS Siete Dot St, 9 2.3% 38 6:8% 





TABLE V. INCIDENCE OF LATE PREGNANCY TOXEMIA 
Sutton, Koehler and Smith 








600 Pregnancies 





Past History % Present % 
Total SEC RIWNMCIES............<200cc20<cecconse 84 600 
MIMI “acsteiucyecisctsscstecceionmanets — 150 47.7 — 53 8.8 
Viable to full term... 594 547 


ERI ee ee AO 16 02.3 9 1.06 





bolic and anabolic growth requirements of the 
fetus, the placenta is an endocrine organ which 
appears to synthesize and secrete several different 
hormones. It is further noted that the trophoblast 
has a complex organization involving proteins, car- 
bohydrates, lipids and a variety of enzymes. 

The cytotrophoblast is the place of origin of 
chorionic gonadotrophin, proteolytic and cytolytic 
enzymes, whereas the syncytium is the site of ori- 
gin of the placental steroid hormones. 


Further Possible Factor in Prevention of 
Late Pregnancy Complications 


Dr. O. Watkins Smith and Dr. George Van S. 
Smith have continued for the past decade or more 
with their thesis that diethylstilbestrol was of 


value, in proper dosage, during pregnancy in| 


preventing some abortions. It is contended also 
by them that stilbestrol will prevent late pregnancy 
complications in patients in whom pre-eclampsia, 
eclampsia, premature delivery or stillbirth was an- 
ticipated because of their past medical or obstetrical 
histories. The Smiths contend that they have 
shown that late pregnancy toxemia, premature de- 
livery and death of the fetus in utero are preced- 
ed by a premature deficiency of estrogen and pro- 
gesterone. Evidence is further at hand that this 
hormonal deficiency, once established, may be a 
part of a vicious cycle in which lack of hormonal 
support, vascular deficiency, and toxin formation 
augment one another and that any one of these 
factors, unless corrected, may eventually lead to 
all three factors.”* 

Their studies further indicate that any situation 
which affects adversely the blood supply to the 
uterus will interfere with the normal production 
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TABLE VI. NINETY-FIVE PREGNANCIES TREATED WITH 


STILBESTROL 
Sutton, Koehler and Smith 








Indication: Past history of abortion, prematurity toxemia, 
essential hypertension, and stillbirth 





Past History % Present-Treated % 
Total Pregnancies............0s-ssse0r09 95 
pS TER ee ere. — 62 40.8 — 20 21 
Visdele: ta: fell G0r is... .000<<c<.005000:.. 90 73 
We a 16 ty7 3 4.0 





TABLE VII. EXPECTANCY OF INCIDENCE 


Sutton, Koehler and Smith 
547 Recent viable pregnancies. 








95 Treated with Stilbestrol. All indications. 






Past Expectancy Present 
Actual 
SRI ga sscccascecenssectese tne 694 547 547 
"TORI occ cacrcscciecsveass .-» 16—2.3% 17.8—3% 9—1.06% 





and metabolism of the placental steroid hormones, 
estrogen and progesterone. The combined action 
of estrogen and progesterone, on the other hand, 
is characteristically one of increased myometrical 
and vascular growth. By the administration of 
stilbestrol and provision thereby of an extra stimu- 
lus for the production of estrogen and progester- 
one, the Smiths do not expect to avert completely 
all pregnancy complications in their clinical trial 
with all primigravidas. However, they feel that 
with the use of stilbestrol the onset of such com- 
plications should be postponed, their severity re- 
duced, and, in a certain proportion of patients who 
would ordinarily have no trouble until late in 
pregnancy, entirely prevented. 


In order to obtain some clinical evaluation of 
the Smith and Smith’s treatment with stilbestrol, 
we are giving it to selected patients. These pa- 
tients are selected because of previous history of 
toxemia, essential hypertension, premature deliv- 
ery, still birth and abortion. .These are the condi- 
tions contended by the Smiths to be benefited by 
stilbestrol. Our series is much too small to draw 
conclusions. 


Our incidence of pre-eclampsia and eclampsia in 
the most recent 1,500 patients delivered beyond the 
twenty-fourth week is less than 3 per cent. In the 
most recent 547 patients delivered, it is 1.06 per 
cent. This includes ninety-five patients who were 
given stilbestrol according to the Smith schedule, 
and in this group we reduced their incidence of 
abortions to 20 per cent from 40 per cent in the 
past and their incidence of toxemia in the past of 
17.7 per cent to 4 per cent. 

We believe that our incidence of toxemia, espe- 


(Continued on Page 749) 
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Preventive Pediatrics 


By A. M. Hill, M.D. 
Grand Rapids, Michigan 


oe TOPIC of preventive pediatrics is one 

which covers a multitude of subjects, too nu- 
merous to discuss in this space. Some material will 
be omitted in its detail or entirely; for example, 
I do not wish to discuss the routine immunization 
programs, as the State Health Department has 
covered this field thoroughly in a bulletin published 
and distributed in 1949. I prefer to mention cer- 
tain specific topics in which we may apply prophy- 
lactic principles and a few topics still in the realm 
of speculation. 


If we examine the importance-.of good prenatal 
care to the well-being of the newborn infant, we 
find that the routine Kahn test and treatment if 
positive in the pregnant woman has done much to 
reduce the number of congenital luetics in our 
country. To prevent other types of infection in 
the mother, to prevent toxemia, or to skillfully 
manage the toxemic woman, to give proper atten- 
tion to the nutritional state of the pre-pregnant as 
well as the pregnant woman can further lower our 
morbidity and mortality rates in the newborn. 


In addition to improving our medical care of 
the pregnant woman, we should, in larger locali- 
ties, establish educational programs for acquainting 
the future parents with normal physiology, basic 
food requirements, general care of the newborn 
infant including such basic information as bathing 
and certain simple suggestions on the psychological 
relations between parents and the newborn baby. 
In smaller communities the overworked physician 
or his office assistant may find time to go over the 
basic details or at least to have pamphlets avail- 
able in the office to cover the subjects above 
mentioned. 


It is not too much for our patients to expect 
those of us caring for lying-in cases to have Rh- 
typing of the mother and father. Where the Rh- 
negative mother and Rh-positive father exist or 
when we obtain a history of previous multiple 
miscarriages, jaundiced or anemic babies, the least 
one can do is to have Rh-negative blood (Diamond 
says from a female donor) available or make 
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arrangements at a nearby hospital prepared to 
do exchange or repeated transfusions in the event 
the infant is found to be suffering from erythro- 
blastosis fetalis. Where histories indicate possible 
immunization in the mother, it is wise to check the 
blood for anti-Rh agglutinin as early as the sixth 
month of pregnancy, and a recheck should be made 
at intervals of a month. If the titre is rising, an 
anemic or jaundiced baby should be anticipated. 
This does not always occur, as I have seen one 
mother whose titre was 1 to 1000 deliver a per- 
fectly normal infant. A different approach to the 
prophylactic treatment of the Rh-negative mother 
known to be producing Rh antibodies of signifi- 
cantly high titre has been described recently by 
Carter, Loughrey and others. Using injections of 
Rh hapten obtained from Rh-positive blood cells 
they seem to have shown that a neutralizing effect 
can be obtained on the Rh antibodies in the preg- 
nant woman. Further clinical trial may prove this 
method worthy of general use. 

Much information has accumulated regarding 
prenatal factors influencing diseases and malforma- 
tions. Many pathological conditions are inherited 
as dominant traits, for example, Huntington’s 
chorea, multiple exotosis, hemolytic icterus, neuro- 
fibromatoses, diabetes, hare lip, cleft palate, spina 
bifida, cerebral ataxia, and progressive muscular 
dystrophy are among the group. The application 
of the knowledge of eugenics may become impor- 
tant in eliminating some of these conditions in the 
future. 

Nutritional insufficiency may adversely affect 
the embryo. For example, iodine deficiency in food 
and water results in goiter and endemic cretinism. 
The use of iodized salt in the Great Lakes region 
for many years is a good example of a preventive 
measure employed successfully. More evidence is 
accumulating to indicate that the so-called “trace 
minerals” are needed for good health in livestock 
as well as in humans. Many believe that the trace 
minerals such as Boron will be found to play an 
important role in proper nutrition in the future. 


Pregnant women who have a low metabolism 
rate, or those known to have required thyroid to 
promote pregnancy, should be treated while preg- 
nant to prevent robbing the offspring of its own 
thyroid hormone. Not infrequently I have seen 
evidence of an exhausted thyroid in a young child, 
and upon questioning have found that the mother 
before pregnancy had been on substantial thyroid 
therapy, only to have been advised against its use 
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during the pregnancy. To continue the thyroid 
during pregnancy is good prophylaxis, and I think 
will result in improved infant health in such cases. 

Extensive studies have shown significant relation- 
ship between the diet in pregnancy and the physi- 
cal condition of the newborn infant. Premature, 


stillborn, and functionally immature infants are 
born more often to mothers who have been on 
inadequate diets during pregnancy than to those 
mothers on proper diets. 

Injuries to the infant from infection in the 
mother are known to occur. One of the best 
examples being that offspring of women who 
suffer attacks of German measles during the first 
two months of pregnancy are prone to show con- 
genital cataracts, heart disease, mental retardation 
and deafness. Prevention of this type of infection 
during early pregnancy is important. Avoidance 
of exposure of the pregnant woman not known to 
have had German measles in childhood should be 
encouraged. After exposure prevention by the use 
of injections of pooled adult serum or plasma has 
been advised, and it appears that the use of gamma 
globulin may be found to be effective, although in 
a personal communication from Dr. Joseph Stokes, 
he stated that he knew of no well-controlled work 
to prove its efficacy. However Dr. Stokes thinks 
it is worth while using under proper circumstances. 

Congenital toxoplasmosis and lues are two more 
examples of injury by infections. 

Actinic rays may also cause harm to the young 
fetus. Inadvertent use of radium and x-ray therapy 
during early pregnancy may result in microcephaly, 
spina bifida and other skeletal abnormalities. The 
inference to draw is that great care should be exer- 
cised in the use of these therapeutic rays in women 
of child-bearing age and a menstrual history should 
be obtained to prevent avoidable harm. 

It is known that obese people are ten times as 
likely to become diabetics as those of average 
weight. Because of the familial tendency for dia- 
betes it becomes of obvious importance for us to 
prevent excessive overweight in children. We 
should attempt to encourage moderation in the 
diet among those already obese, particularly in 
families in which diabetes is common. 

Most authorities are of the opinion that bed rest 
{ter certain acute infections as scarlet fever and 
diphtheria is important in the prevention of com- 
plications such as nephritis and heart involvement. 

Most of you undoubtedly keep mumps cases in 
bed for ten days or more. Before puberty the com- 
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plication of orchitis is relatively rare, but in teen 
agers and young adults, statistics seem to indicate 
that a lower percentage of complications will fol- 
low prolonged bed rest. Recently the use of 2 to 5 
mg. of stilbesterol daily for one or two weeks has 
been reported to be effective in the prevention of 
orchitis and should be considered in older children 
in the pediatric age group. 

In a recent paper Dr. Bret Ratner has given us 
some points to consider in the so-called preallergic 
child. I am quoting the essence of some of his 
statements. “Intra-uterine life, infancy, illness and 
convalescence are vulnerable periods during which 
protection against highly antigenic substances is 
especially important. .. . Every child is potentially 
allergic. When unchanged or whole proteins enter 
the permeable placenta, respiratory or gastrointes- 
tinal tract, antibodies are formed and become fixed 
in the body cells. Repeated entrance of the antigen 
may precipitate true allergic episodes.” 

“Prenatal sensitization may occur if a woman 
overindulges in some foods during pregnancy. A 
widely varied diet should be prescribed and fol- 
lowed.” The craving for food and eating of ex- 
cessive quantities of milk, chocolate and other 
strongly antigenic foods may, according to Ratner, 
sensitize an unborn infant. 

“Tf a newborn infant is given supplemental raw 
milk and possibly some dry milk formulas tem- 
porarily during the prelacteal period, then put 
onto breast entirely, milk sensitization may appear 
when weaning is attempted. Allergenically dena- 
tured milk, for example, evaporated milk, should 
be used for the temporary formula.” 

Early infancy is a time when allergic responses 
may be induced by thoughtlessness in starting of 
certain strongly antigenic foods. For example, it 
is a mistake to allow an infant to have raw egg, 
as the raw egg protein is highly antigenic, especially 
to infants with definite family history of allergy. 
In these cases it is good practice to give no egg 
in any form until the infant is four or five months 
old, when well-cooked custard is tried. If after a 
month on this egg containing preparation no erup- 
tion, no respiratory or gastrointestinal symptoms 
are noted it is permissible to try small quantities of 
hard boiled egg yolk. Most infants at this age and 
of the potentially allergic group will handle the 
egg well if introduced in this manner. 


It is a good plan not to start orange juice at a 
few weeks of age. It is inviting trouble in the 
potentially allergic infant. To use ascorbic acid 
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as early as two weeks of age is safe, and if all goes 
well one may plan to start orange juice at the 
fourth to fifth month of age. 

Wheat is a frequent trouble maker. We use 
oatmeal or barley cereals in infants with allergic 
family histories rather than wheat containing 
cereals. Most vegetables, meats and fruits other 
than orange and tomato juice are not strongly anti- 
genic in my experience. 

In the presence of a gastrointestinal upset, sensi- 
tization may occur to a food which a child may 
have formerly tolerated. Increased permeability 
of the intestinal mucosa permits entrance of un- 
changed or partially changed proteins into the 
blood stream and this may produce allergic phe- 
nomena such as asthma, hives, and eczema. There- 
fore during an episode of gastroenteritis the diet 
should be simple and as free of strongly antigenic 
substances as is possible. New, raw, or lightly 
cooked foods should be avoided as any of these 
three may set up an allergic reaction. 

During convalecence from an acute illness the 
same procedure should be followed. Common 
foods, as excessive amounts of milk, eggs, wheat 
and seasonal foods eaten at infrequent intervals and 
in great quantities are potential sensitizers accord- 
ing to Dr. Ratner. The prophylactic pathway is 
obvious, foods should be well cooked and new or 
unusual foods should be avoided during acute gas- 
troenteritis and during periods of convalescence. 

“TInhalant sensitivity during early infancy may 
be established by prolonged confinement in a 
nursery with relatively heavy dust content of the 
air. Especially in allergic families it may be wise 
to use simple washable furnishings, mattress and 
pillows of nonantigenic substances or an imper- 
vious cover over these acticles.”” Families that show 
marked allergic tendencies should be urged to have 
no pets as dogs, cats, rabbits and the like. 

Some drugs and antibiotics may combine with 
proteins and form antigenic conjugates which may 
induce sensitization. Sulfonamides, penicillin, strep- 
tomycin and similar antibiotics should not be used 
indiscriminately for this and other sound reasons. 

The use of certain vitamins is too well known 
to you to discuss in detail. However in recent years 
some of us have been impressed by the use of rela- 
tively large doses of vitamin A (25,000 to 50,000 
units daily) as a means of improving an infant’s 
or child’s resistance to respiratory tract infections. 


In our own experience no real usefulness has been 
encountered with the administration of catarrhal 
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vaccine. In spite of rather conclusive evidence that 
so called “cold vaccines” by mouth or hypodermic 
are not satisfactory, much is still dispensed. We 
feel that vitamin A concentrates should be added 
to our armamentarium. Before passing from the 


subject of respiratory disease prophylaxis I would 
like to remind you of two important considera- 
tions often overlooked. When confronted with a 
child presenting a history of repeated upper respir- 
atory infections, we should not only examine the 
child to see if there are diseased tonsils or adenoids 
but we should examine the patient for anemia. 
A simple hemoglobin test, using the Sahli method, 
will often show a hemoglobin of 9 to 10 grams. 
The average child in excellent health will show 
from 12 to 14 grams of hemoglobin. Many patients 
in the lower ranges who also show unusual suscepti- 
bility to respiratory infections will improve on ade- 
quate iron therapy by mouth. The use of iron 
injections is only mentioned to condemn it as a 
needless and inefficient mode of administration. 

It is well to bear in mind that low thyroid func- 
tion may be reflected by poor resistance to infection 
of the respiratory tract. Not infrequently the use 
of thyroid when indicated will prove to be a valu- 
able adjunct in the prophylaxis of respiratory 
infections. 

No comment will be made on the use of anti- 
histamine drugs as prophylactic agents against 
“colds” except to state that I am skeptical as to 
the usefulness of this group of remedies and 
shudder at the extravagant claims made on the 
air and in print. 

One of the most publicized diseases in lay and 
medical literature is rheumatic fever. No plan has 
been devised to prevent the disease to my knowl- 
edge. Attention to good hygiene, adequate rest, 
avoidance of streptococcic infections, and proper 
treatment of these infections if they occur may be 
mentioned as general principles in prophylaxis. 
Considerable literature has appeared in the last ten 
years suggesting that the number of recurrences of 
rheumiatic fever can be reduced by prophylactic 
use of sulfonamides or penicillin during the seasons 
of greatest incidence, that is, during the fall, winter, 
and early spring. Dr. A. F. Coburn was among 
the first to advise small doses of sulfa drugs once 
or twice daily. The use of one half to one gram 
of sulfadiazine once or twice daily has become 
common practice. 

Penicillin troches containing 5000 to 10,000 
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Management of Diarrheas 
of Infancy and Childhood 


Rockwell M. Kempton, M.D. 
Saginaw, Michigan 


_ THE past twenty-five years has wit- 

nessed a sharp reduction in the death rate 
from infantile diarrhea, this disease continues to 
remain one of the major causes of illness during 
the first two years of life. Were a family physician, 
who supervises the care of many families of chil- 
dren, to keep a record of the subject matter of his 
office and telephone conversations over a period 
of twenty-four to forty-eight hours, it is my impres- 
sion that by far the largest number of complaints 
would have to do with disturbances of the diges- 
tive tract, i.e., vomiting, gas, cramps, abdominal 
distention, and diarrhea. Of necessity, the busy 
practicioner must dispose of many of these prob- 
lems, so important to the inexperienced mother, 
by some simple plan of therapy. More often than 
not, the physician’s service may not extend beyond 
giving some common-sense professional advice over 
the telephone, but this too is important. In listen- 
ing to a mother’s account of her infant’s indiges- 
tion, it becomes necessary for the physician to reach 
a decision regarding the probable severity of the 
intestinal disturbance and be able to outline a 
treatment which will not only clear up the mild 
case but which will also serve to initiate adequate 
treatment should the case prove to be of greater 
severity. 

It will be the purpose of this paper to attempt 
to present a simple classification of the main types 
of diarrhea, and to discuss some plans of treatment 
which to me have proved useful. In this discussion, 
I shall not deal with the several special conditions 
characterized by loose stools, such as ulcerative 
colitis, coeliac disease, pancreatic fibrosis, et cetera, 
but will limit the discussion to a consideration of 
the fundamentals underlying the management and 
treatment of the common types of diarrhea. 

The record of diarrheal deaths for the State of 
Michigan over the past forty-eight years is most in- 
teresting. The sharp reduction in the number of 
deaths following the year 1925 calls for some ex- 
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DIARRHEAS OF INFANCY AND CHILDHOOD—KEMPTON 


TABLE I. DIARRHEA AND ENTERITIS DEATHS IN 
MICHIGAN (UNDER 2 YEARS OF AGE) 











Rate pe 
Year No. of Deaths 100,000 ve a 
1900 2503 103.4 
1905 2034 79.5 
1910 2295 81.7 
1915 1208 39.7 
1920 1860 50.2 
1925 1735 40.9 
1930 704 14.5 
1935 216 4.2 
1 172 $3 
1945 263 4.8 
1946 212 3.7 
1947 199 3.3 
1948 279 4.5 





Courtesy Michigan State Department of Health. 


planation. Dr. Leeder of the State Department of 
Health states “that the reduction in diarrheal 
deaths noted in the 1925-1930 period corresponds 
with the general acceptance of chlorination of pub- 
lic water supplies and observes that a similar drop 
occurred in typhoid fever at about the same time.” 
Perhaps several other contributing factors may 
have played a part, for this was the time that the 
general public was becoming more conscious of 
the importance of using pasteurized milk in the 
feeding of infants, and pediatric teaching was be- 
ginning to give widespread approval to the use of 
evaporated milk as a suitable food for infants. 
Still another important factor had to do with hos- 
pitalization, as the hospitals about the state began 
to make better provision for the care of sick infants, 
it was possible for physicians to give closer atten- 
tion to the diarrheal problem which led to a great- 
er appreciation of the lethal effects of dehydration, 
toxemia and acidosis, and by improving their 
methods of treatment were able to save many in- 
fants who otherwise would have succumbed. 

Marriott, the great teacher of postgraduate pedi- 
atrics of that period, likened the dehydrated infant 
to a flower lacking water. Fluid supplied early 
enough might bring the withered flower back to 
life but if the dehydration proceeded beyond a 
certain point no amount of water would save it. 
While intravenous therapy had not yet been per- 
fected, hundreds of infant lives were saved during 
these earlier years by the giving of saline sub- 
cutaneously and intraperitoneally. 


The Digestive Tube in Diarrhea 


Under normal conditions, when food and water 
enter the stomach, peristalsis promptly begins to 
function, forcing the bolus down the tract—going 
always forward, in the proper direction, from 
mouth toward rectum. With the development of 
diarrhea, however, the stomach.and howel tend to 
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lose their rhythmical well directed milking action 
and the intestinal contents are swished around as 
in the Niagara whirlpool, going first this way and 
that until a vigorous contraction of the colon 
finally results in an explosive stool. Or if reverse 
peristalsis sets in, vomiting ensues. When the 
diarrheal case begins vomiting, it is well to forget 
the diarrhea and focus on re-establishing normal 
gastric physiology. This means omitting all oral 
medication and milk formulas and waiting for 
peristalsis to establish itself in the right direction. 
There is no medication and no milk formula that 
will “settle a stomach” when it is in reverse. It has 
been well demonstrated however, that certain 
palatable clear fluids containing glucose and salt 
frequently turn the trick, by supplying the ele- 
ments needed to correct the body chemistry. This 
point will be referred to later under the discus- 


sion of S. O. G. 


Diarrheal Stools 


Much can be learned about the diarrheal process 
by a careful inspection of the stools. This can best 
be done by use of a tongue blade. In addition to 
noting the color and consistency of the stool, it is 
observed for presence of mucus, pus, and blood. 
In dealing with intelligent parents, it may be help- 
ful to discuss with them the significance of these 
various findings. Many parents are concerned 
about the occurrence of green stools; a good ex- 
planation for such is that the green stool is one 
which has made so fast a trip down the tube that 
it did not have time to become brown. Mothers 
need to be taught that the presence of mucus or 
“slime” in the stool is evidence of inflammation of 
the bowel mucosa and that nature pours out the 
thick mucus as a protective covering. Assurance 
may be given that the mucus will disappear once 
the bowel pathology has cleared. Finding clumps 
of pus and blood, point to ulceration of the mucosa 
and usually means that a true infectious diarrhea 
is to be dealt with. 


Stool Cultures 


Should stool cultures be made a routine on all 
cases of severe diarrhea? The answer is yes. While 
it must be admitted that to date, culturing of diar- 
rheal stools has been most disappointing so far as 
improving our therapeutic approach, there are sev- 
eral reasons why the-clinician and laboratory must 
continue their joint efforts to learn more about the 
pathogens causing infantile diarrhea. The follow- 
ing statement from Dr. Cummings* of the State 
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Laboratory summarizes the situation: “There i: 
always the possibility that the diarrhea may be duce 
to the typhoid bacillus or to some member of the 
salmonella or dysentery groups. Also we are be- 
ginning to realize in the laboratories that certain 
organisms which had previously been classified as 
non-pathogenic may have some connection with 
clinical diarrhea. This is particularly true of the 
paracolon and coliform groups. The English and 
Danes have suspected these organisms for a num- 
ber of years. Typing sera have been prepared for 
studying this phase of the problem and it is there- 
fore important that stool cultures from diarrhea 
cases be made available for analysis.” Since this 
is the day of specific therapy, we as physicians must 
continue in our efforts to gain more helpful in- 
formation from stool cultures and thereby improve 
our treatment methods. 

It has been reported that chloromycetin can 
sterilize the blood and intestinal tract from typhoid 
organisms within a period of three days. If this 
be true, it is only fair to presume that some anti- 
biotic agent will be found which will be effective 
in treating the diarrheas caused by the salmonella 
or paratyphoid group. Sulfonamides have already 
been shown to be effective for some members of 
the dysentery group. It is of course understood 
that many of the diarrheas are no doubt due to 
filterable viruses, the investigation of which is both 
difficult and expensive and for which there is as 
yet no specific therapy. 

It is quite impossible at the present time to ac- 
curately classify the great majority of the diarrheas 
seen, for the reason that our present methods are 
able to identify only a few of the probable patho- 
gens. We can however differentiate the diarrheas 
clinically, on .the basis of their severity and 
epidemic nature. This requires a careful evalua- 
tion of each individual case. The clinician must 
arrive at an opinion as to whether a given diar- 
rhea is of the benign type causing little systemic 
disturbance or whether it may be one of the severe 
forms which rapidly depletes the baby of his fluid, 
chemical and protein reserves, leading to early 
toxemia, acidosis, convulsions, coma and death. 


Classification of Diarrhea 


1. Digestive Upsets with Loose Stools 
(a) Mechanical (green apples, green corn, berries, 
et cetera) 
(b) Excess fat in formula or food 
(c) Nervous or emotional 
(d) Allergic 
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9. Fermental Diarrhea (chemical) 
(a) Excessive fermentation 
(b) Acid burning stools 

3. Parenteral Diarrhea 
(a) Upper respiratory 
(b) Otitis 
(c) Pneumonia 
(d) Pyelitis 

4. Enteral Diarrhea (bacterial) 
(a) Bacillary 
(b) Amebic 
(c) Typhoid 
(d) Typhoid-like (salmonella) 
(e) Streptococcic 
(f) Coliform ? 

5. Virus Diarrhea 

6. Diarrhea of Newborn 


Basic Studies on Diarrheal Stools 


In reviewing the accumulated knowledge bear- 
ing on any scientific subject one frequently finds 
that it was some simple piece of investigation which 
established the fundamentals on which future 
progress was based. When Holt, Courtney and 
Fales® in 1914 decided to do careful chemical an- 
alyses on diarrheal stools and to compare such an- 
alyses with those obtained on normal stools, they 
were undertaking a study the results of which must 
have far exceeded their expectations. In this study 
a group of twenty-one infants suffering from diar- 
rhea were studied on metabolism frames for periods 
of three or four days each. Under these condi- 
tions it was possible for the observers to collect all 
the stools and all the urine passed by these diar- 
rheal infants, and to gather exact information as to 
what a severe diarrhea does to a baby. 

Several basic questions were answered by this 
study : 

First, that very loose stools not only carry off 
tremendous amount of body water but that large 
amounts of fat, protein, and minerals are also lost. 

Second, that in these diarrheal losses some ele- 
ments are drained away to a much greater extent 
than others. 

Third, that certain mineral losses are so startling 
that their replacement must be taken care of if 
the infant’s acid base balance is to be restored. 

An analysis of this very careful metabolic study 
leads to several conclusions having a bearing on 
the dietary treatment of diarrhea, and it is interest- 
ing to note that the present-day standardized treat- 
ment of diarrhea closely follows the principles es- 
tablished by this early study. The following find- 
ings together with comments drawn therefrom are 
presented: 
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TABLE II. TOTAL DAILY EXCRETION IN DIARRHEAL 











STOOLS 
Normal Stools Loose Very Loose 
Water (c.c.) 35.6 133 293 * 
Dried Matter (gms.) 8. 12.9 21.1 
Fat-total 3.1 4.0 7.9 
Protein By 3.0 eS 
Ash-total 24 y a | 3.9* 





Holt, Courtney and Fales 


TABLE III. PERCENTAGE OF FOOD INTAKE LOST IN 
STOOLS IN DIARRHEA 











Normal Stools Loose Very Loose 
Fat 12.4 23.1 40.5* 
Protein ys 14.9 25.2” 
Carbohydrate is either absorbed or broken down by 
fermentation 
Total Ash 40.0 46.6 84.3* 





Holt, Courtney and Fales 


TABLE IV. ASH CONTENT OF STOOLS IN DIARRHEA 
(IN PERCENTAGE ) 











Normal Stools Loose Very Loose 
Total Ash 24.8 21.0 18.7 
Calcium 47.0 42.3 27.4 
Magnesium 4.4 4.0 4.0 
Phosphate 29.1 re 19.7 
Chloride 1.0 5.6 9.2* 9 times normal 
Sodium 1.9 6.6 11.9* 6 times normal 
Potassium 8.3 14.2 27.6 3’ times normal 





Holt, Courtney and Fales 


Fat.—In the normal stool, loss of fat averaged 
12 per cent of the intake, but in very loose stools, 
reached 40 per cent, showing that in severe diar- 
rhea tolerance to fat is poor. Hence the rationale 
of low fat feeding in treatment of diarrhea. 


Protein.—In the normal stool loss of protein was 
but 7 per cent of intake and in the very loose stool 
reached 25 per cent, showing a rather remarkable 
retention of protein as compared with fat. Hence 
the rationale of high protein low fat diets in the 
treatment of diarrhea. 


Carbohydrates.—Starches and sugars did not ap- 
pear as such in the stools. Evidently, they are 
either absorbed or broken down by fermentation. 
Carbohydrates are helpful because of their prompt 
oxidation and ability to combat ketosis. In the 
presence of diarrhea, however, tolerance for sugar 
has limitations, for an excess of fermental acids 
tends to increase the diarrhea. Rational treatment 
would seem to call for use of carbohydrates in the 
feeding of diarrheal cases, but preferably those 
carbohydrates which are slow in breaking down to 
the glucose level. This is important since fermen- 
tation does not take place until the carbohydrate 
has been broken down to glucose. Many years 
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ago, physicians learned the value of using various 
starches as barley and rice gruels as diluents in 
formulas for infants suffering from diarrhea. 
While almost everyone is willing to agree that the 
diarrhea case should have sugar in some form add- 
ed to the formula, there seems to be considerable 
variance of opinion as to whether or not some 
sugars are better tolerated and less lossening than 
others. Personal experience has shown that sugars 
with relatively high maltose content as Karo and 
Mellins Food are definitely more laxative than 
sugars running high in dextrin as dextri maltose 
and dexin, so the type of sugar to be used becomes 
a definite part of the therapeutic program. More 
important still is the appreciation that increases in 
the amount of carbohydrate must be made slowly 
in order to avoid lightning up the diarrheal 
process by excess fermentation. ; 

Pd 

Ash.—In the normal stool, 40 per cent of the 
ash intake is lost in the stool. In very loose stools 
loss of ash reaches 84 per cent and it is this loss of 
mineral substance from the body that in the ma- 
jority of instances explains the accompanying 
acidosis. Loss of sodium is of particular signifi- 
cance as a cause of the acidosis, and it is essential 
that sodium be administered promptly in some 
form, either by adding salt to food or drink or 
by use of saline parenterally. In rare instances, 
sodium bicarbonate intravenously may deserve 
consideration. When the diarrhea case begins to 
vomit, another factor enters the picture, because 
vomiting results in loss of chloride via the gastric 
juice. 

Thus we have seen that these early metabolic 
studies on diarrheal cases, in addition to tremend- 
ous water loss, showed negative balances for 
chlorides, sodium, and potassium. It is by the in- 
telligent use of parenteral fluids in correcting de- 
hydration and restoring electrolyte balance that 
modern pediatrics has been able to accomplish the 
great reduction in the death rate from diarrheal 
disease. Normal saline or Ringers solution and 5 
or 10 per cent glucose will supply the needed 
sodium and chloride, and the glucose will correct 
ketosis and combat toxemia through protection of 
the liver and stimulation of kidney function. 


Treatment Fundamentals 


In recent years less attention has been focussed 
on attempting to classify the type of diarrhea as to 
its fermental or putrefactive nature, but rather to 


662 


DIARRHEAS OF INFANCY AND CHILDHOOD—KEMPTON 


deal with diarrhea as a state of derangement of the 
intestinal tube in which the body loses tremendous 
amounts of water, fats, proteins and minerals. The 
basis of treatment therefore will consist in correct- 


ing dehydration, restoring electrolytes and provid- 
ing a type of food which will be non-irritating to 
the bowel and capable of absorption. Over the 
years, many plans of therapy have been suggested 
and used in the treatment of diarrhea but it now 
seems that accepted methods of treatment have 
become pretty well standardized. Routine use of 
cathartics such as calomel and castor oil to “clean 
out the bowel” has been almost entirely discon- 
tinued for the reason that an inflamed intestine 
should not be subjected to further irritation. In- 
stead of catharsis, the bowel is given rest by with- 
holding food for at least twenty-four hours, al- 
lowing only weak tea or sterile water ad lib. It is 
seldom necessary to withhold food for longer than 
twenty-four hours, but until the infant is able to 
take and retain clear fluids there is no point in 
offering food. During the short starvation period 
it is essential that the body losses of fluids and 
electrolytes be replaced so that nature will have 
some building stones to work with. If the child 
appears acutely ill, immediate hospitalization will 
be the wiser course so that saline-glucose adminis- 
tration may be instituted before it is too late. But 
suppose it is not practical to hospitalize the child. 
How can these corrective building stones be sup- 
plied at home? At the risk of repetition, permit me 
to review some material with which you are no 
doubt familiar. I refer to a mixture referred to in 
some teaching centers as S.0.G. This preparation 
is palatable when cold and supplies the needed 
It is offered in teaspoonful doses at 
first, gradually increasing the amounts as tolerated. 


elements. 


Orange juice (strained) 4 ounces 
Water 2 ounces 

Karo or strained honey 1 tablespoon 
Salt % level teaspoon 


Ice cube (if desired) 


Potassium.—Rather recently Darrow® _ has 
stressed the importance of incorporating potassium 
in the repair solutions used in the treatment of 
severe diarrhea. It is known that cases of diarrhea 
suffer loss of intracellular potassium, the potassium 
within the cells being replaced by sodium. But if 
potassium is made available, it will gradually re- 
enter the cell. Darrow’s series of cases showed a 
definite lowering of mortality when potassium was 
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added to the repair solution. Actually, the demon- 


stration of loss of potassium along with sodium and 
chloride is not new. As early as 1850 Schmidt 
showed that diarrhea caused marked losses of 
water, sodium, chloride and potassium and we have 
already referred to the studies made by Holt in 
1914. However, fear of heart block retarded ac- 
ceptance of potassium as a therapeutic agent.* 
Darrow’s solution* is reported suitable for sub- 
cutaneous injection and apparently may be given 
with safety provided kidney function is adequate, 
if it is given slowly and in proper dosage. In case 
the physician has some reservations regarding the 
parenteral use of potassium, Darrow’s solution may 
be given orally, by diluting it with two parts of 5 
per cent glucose solution. 


Medication and drugs are of little importance 
in the treatment of diarrhea. Bismuth is not rec- 
ommended because it has not proven to be effec- 
tive and the resulting discoloration of the stool may 
be misleading. Until the discovery of sulfonamides, 
there were no intestinal antiseptics of value. Re- 
gardless of whether the diarrhea is enteral or pa- 
renteral, so far as sulfonamide therapy is con- 
cerned, sulfadiazine is probably the drug of choice. 
Kaopectate is acceptable and paregoric in drop 
doses may be used to slow up peristalsis and ease 
cramps. Aureomycin and chloromycetin await 
further evaluation. 


Blood Transfusion—The dehydration and 
shock incident to severe diarrhea is best treated by 
saline, glucose, and blood. Blood counts on diar- 
rheal infants give false information due to the 
hemoconcentration and are not to be depended 
upon. In most instances it seems advisable to cor- 
rect the dehydration first and then follow with 
small transfusions of blood. 


Milk Formulas in Diarrhea 


Boiled Skim Milk.—Skim milk cooked ten or 
fifteen minutes in a double boiler furnishes a low 
fat, easily digested food and may be considered as 
sound dietary treatment for the average case of 
diarrhea. As the diarrhea comes under control and 
one desires to add a moderate amount of fat to the 
diet, it has been convenient to shift to Dryco or 
Alacta formula. These dry milk products are pro- 
duced following removal of one-half of the butter 
fat, i.e., one-half skimmed milk. 





*Darrow’s solution is prepared by adding 40 c.c. molar sodium 
lactate, 2 gm. potassium chloride and 3 gm. sodium chloride to 
710 c.c. of water. 
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Diluted Formula.—Mild diarrheas are usually 
well treated by merely advising the mother to dilute 
the formula one-half with sterile water, gradually 
returning to. the original formula as stools im- 
prove. 


Protein Milk Formula.——This food devised by 
Finkelstein is based on the idea of supplying a 
food containing a moderately low fat but with a 
protein content relatively high as compared with 
sugar. In later years however, it was found ad- 
vantageous to add small amounts of additional 
sugar. Protein milk has been successfully used in 
this country for thirty years, and while its popu- 
larity seems to be on the wane, it is still regarded 
by many as the most effective formula in the 
treatment of severe infantile diarrhea. It is avail- 
able in powdered form and is generally ysed in 
the strength of one-third as many level packed 
tablespoons as ounces of sterile water or thin 
cereal gruel. Since one level packed tablespoon 
of protein milk has the same caloric value as one 
ounce of evaporated milk, it is easy to gradually 
replace the protein milk with evaporated milk, as 
improvement occurs. As stated before, it is com- 
mon practice to add gradually increasing amounts 
of a dextrin sugar to the protein milk formula. 
Theoretically, this brings one back to a formula 
differing little from a moderately low-fat milk. 
Just why the protein milk formula works so well is 
difficult to explain. Perhaps it had best be ac- 
cepted as a valuable “trick formula.” 


Normal Feeding Regimen in Diarrhea.—Some 
twenty years ago, Park pointed out the desirability 
of using concentrated formulas in diarrhea cases, 
calling attention to the sick infant being better 
able to handle a reasonable number of calories sup- 
plied in concentrated form, water being offered 
between feedings. More recently, Chung’ created 
considerable interest in pediatric circles by ad- 
vocating no change in the composition of the in- 
fant’s formula merely because of diarrheal stools. 
He pointed out that the intestinal condition in 
dysentery is similar to that in typhoid fever and 
that a well-balanced diet adequate in calories will 
lead to better absorption and shorten the course 
of the disease. While this reasoning has not been 
generaliy accepted by pediatricians, it does em- 
phasize the point that infants and children should 
not for long periods of time be kept on one- 
sided or deficient diets. 
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Pectin Agar Dextri-Maltose Feedings.—This 
interesting preparation makes possible the prep- 
aration of another “trick formula” which gives 
excellent results in certain cases. It is particularly 
applicable to the chronic diarrhea case which has 
not responded to skim milk or protein milk 
feedings. It was pointed out by Howard and 
Tompkins® that several factors are responsible for 
the favorable effects following use of this prep- 
aration. Mothers are familiar with the use of 
pectin in making fruit juices jell, and with the 
ability of agar to hold up water and form a jelly- 
like mass. When these substances combined with 
dextri-maltose are cooked into a definite amount of 
whole milk, there results a formula of high caloric 
content which is usually well tolerated. It is 
interesting to observe that some diarrheal infants 
will tolerate from two to three times as much 
carbohydrate in this form as one would dare to 
feed a normal infant. Perhaps the pectin agar jel 
holds both water and sugar in suspension until 
absorption takes place. 


It is only by experience that one can learn how 
best to use this type of feeding but it gives promise 
of becoming a most excellent adjunt to our treat- 
ment methods. As a general rule, it is possible to 
add from 10 to 15 level tablespoons of pectin-agar- 
dextri-maltose to the milk dilution formula— 
cooking same for ten minutes in a double boiler 
before bottling. Following storage in the ice box 
this formula becomes semi-solid but is readily 
liquified by placing bottle in hot water and 
shaking. It is fed by using nipples with an en- 
larged hole. It is of particular value in the 
management of those infants who, in spite of their 
diarrhea are manifesting hunger and who need 
a food of high caloric value. Such infants may 
have been most unhappy on the skim milk or 
protein milk formula, but are seen to relax and 
show satisfaction following a few feedings of the 
pectin agar formula. If the food is to be successful, 
thickening of the stools will usually be noted 
within twenty-four to forty-eight hours. 


It is reasonable to believe that the pectin-agar 
combination may so modify the physical properties 
of milk as to make possible oral feedings of 
adequate caloric value earlier in the disease, and 
thereby promote retention of needed elements. 
While there is no single type of feeding applicable 
to all cases of diarrhea, a considerable experience 
with this little used type of feeding leads me to 
believe that it is deserving of much wider usage 
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in the treatment of those diarrheas manifesting 
loose gushing stools but without nausea or severe 
constitutional symptoms. Frequently such children 
are actually hungry and are most appreciative of 
the satisfying formula supplied by the pectin agar 
mixture. The following formulas seem to meet 
certain special indications, the thick custard being 
used for older children and two types of formulas 
for bottle fed infants. 


1. Pectin Agar Dextri-Maltose Custard 


Whole milk 16 ounces 
P.A.D.M. 15 level tablespoons 
Cocoa 2 tablespoons 


Cook 10 minutes in double boiler. Divide into 


six custard cups. 


2. Pectin Agar Formula (standard) 
Whole milk 24 ounces 
P.A.D.M. 12 level tablespoons 
Cook 10 minutes in double boiler. 
Put 4 ounces in each of six bottles. 
One ounce supplies 35 calories. 


3. Pectin Agar Formula (Dilute) 


Whole milk 16 ounces 
Water 8 ounces 
P.A.D.M. 8 level tablespoons 


Cook 10 minutes in double boiler. 
Put 4 ounces in each of six bottles. 
One ounce supplies 21 calories. 


The following case records illustrate some of the 
diarrheal conditions in which the pectin-agar- 
dextri-maltose formula has proven to be of value. 


G.W. Age 4 weeks 


7/26/49 Breast feedings—intestinal cramps (seven to 
nine loose stools daily). 
One bottle feeding daily of pectin-agar 
formula: 
Milk 4 oz. 
PADM 2 Tbsp. 
8/23/49 Response within three or four days. 
Stools reduced to two or three daily. 


S.O. Age 6 weeks 


10/25/49 Diarrhea past two weeks. 
Improved on boiled skim milk. 
Recurrence on increase of formula. 
Baby hungry—taking 5 or 6 oz. feedings. 
WN 20, SW 10, PADM 10 Tbsp. 


10/26/49 4 stools—spongy but well formed. 
Satisfied—sleeps better. 
10/27/49 3 stools. 


More contented. 
Gained 6 oz. 


10/28/49 2 stools—normal. 
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L.M. Age 6 months 
Past 4 mouths on EM 13, SW 22, Dm 1 oz. 


7/5/49 Severe diarrhea. No fever. 
Boiled skim milk. Paregoric. 
7/11/49 No improvement. 
Watery stools continue. 
Hunger—no satisfaction. 
Pectin agar formula: 
WM 24 
SW 12 
PADM 12 Tbsp. 
7/26/49 Formed stools in 3 to 4 days. 
Homog. milk (boiled). 
K.M. Age 27 months 
8/22/49 Diarrhea one week. 
Vomiting two days. 
Prostration. 
Pectin agar custard: 
Milk 1 pint 
PADM 15 Tbsp. 
Vanilla 
Custard cups. 
8/23/49 Improvement. 
8/25/49 Stools reduced to two or three daily. 
9/1/49 Add meat—custard—egg—jello—cereals. 
M.E.Q. Age 5 years 
8/11/49 Diarrhea each summer—seasonal fruits. 
Loss of bowel control. 
Pectin agar custard: 
Milk 1 pint 
PADM 15 Tbsp. 
Custard cups. 
8/18/49 Formed stools. 
No more accidents. 
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Facial paralysis is noted in one-third of patients with 
salivary gland cancer, but in only one per cent of simi- 
lar benign tumors. 

eee 


Unilateral enlargement of cervical nodes is often due 
to metastatic cancer which must be ruled out before any 
other diagnosis is considered. 


A great majority of all tumors of the salivary glands 
irise in the parotids; a few are found in the submaxillary 
gland. The sublingual glands are rarely involved. 


Malignant salivary tumors are usually fixed to the skin 
or underlying tissues. Benign tumors are freely movable 
and have well developed capsules. 
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ANOREXIA NERVOSA—WHITE AND MOEHLIG 


Differentiation of Anorexia 
Nervosa and Pituitary Cach- 
exia 


Case Report 


By Warren G. White, M.D. 
Muskegon, Michigan 
and 
Robert C. Moehlig, M.D., F.A.C.P. 
Detroit, Michigan 


NOREXIA NERVOSA sand pituitary 

cachexia are clinical syndromes which often 
present great difficulty in differential diagnosis, 
largely due to the many similarities between the 
two entities. Because it presents the problem of 
differentiation rather well and has some unusual 
features, the following case study is presented. 


Miss C. K., aged thirty-one, white, entered Harper 
Hospital on April 8, 1949, with chief complaints of pro- 
gressive weight loss for thirteen years, muscle weakness, 
severe loss of appetite, and amenorrhea for five years. 
Here temperature was 35.8° C.; pulse 64. 

Her story dates from the time she was about fourteen. 
At that time she was told by an acquaintance that she 
probably had a goiter and was advised to go to a doctor. 
She failed to do so until two years later, however, when 
difficulty in swallowing and speaking and marked short- 
ness of breath forced her to submit to thyroidectomy. 
This operation was performed in 1934. During the fol- 
lowing year she ielt so well that she gained weight, 
reaching 180 pounds at one time. Because of her obesity, 
she was goaded so much by her associates that she went 
on a severe reducing diet, eating “practically nothing” 
and resorting to commercial reducing preparations. In 
one year, she lost 100 pounds of weight. By then she 
was unable to eat more than small amounts of food at 
each sitting. This anorexia persisted until the time of 
hospitalization. Five years prior to admission her sweet- 
heart was killed in combat. This shock further decreased 
her appetite, she lost even more weight, and her muscular 
strength ebbed. She began to have periods of depression 
and mental aberrations. Her menses ceased at the time 
of the mental trauma mentioned above and did not recur 
at any time during the fire years prior to hospitalization. 
She became severely constipated, her skin dry and dark 
in color. She noticed an increasing tendency to bruise 
easily, “ringing in the ears,’ numbness and tingling of 
the extremities. Her ability to remember and to reason 
was markedly retarded. She noticed persistent marked 
thirst, increased frequency of urination, and moderate 
nocturia. 

Her psychiatric history is of great interest. Upon ad- 
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mission, she was reluctant to divulge accurate information, 
stating that she had had “a very normal life,’ with no 
frustrations or resentment on her part, no adolescent 
problems, no overindulgence or neglect by her family. 
However, her mother stated that financially the family 
had always had a struggle. The patient was the second 
of four children—one sister and two brothers—all well, 
one employed at a local plant, another a graduate 
engineer, one a college student. All of them were jealous 
of the patient because of her continual demand for 
special attention, but all of them were indulgent toward 
her. She had used her ill health as a weapon to obtain 
her desires. She left school in the tenth grade, took a 
business course, worked as a stenographer for a short 
time, then quit her job and remained at home most of 
the time working around the house. She became pro- 
gressively more iatroverted, seemed to have no interests 
aside from cooking and house-cleaning. She had the 
one romantic interest mentioned previously; her sweet- 
heart’s death, as noted, was a severe blow to her. 
Finally, she was characterized by her family as “selfish 
and demanding.” 


Her medical history was otherwise negative. 


Family History—The patient’s father died of cir- 
rhosis of the liver at fifty-three of age. Her mother, two 
sisters, and a brother were all alive and in good health. 
There was no family history of diabetes, muscular dys- 
trophies or atrophies, goiter, or other metabolic or skeleto- 
muscular disease. 


Physical Examination.—The patient was a fairly well- 
developed, markedly asthenic, emaciated, white woman 
with marked genealized muscular atrophy. She had dif- 
ficulty in moving her jaws in talking, and expended 
great effort in writing her name, in raising her arms, 
flexing and extending her wrists, elbows, and shoulders. 
She was barely able to move her legs, but could ac- 
complish all movements with difficulty. Tenderness over 
the muscles of her extremities was elicited. 


Head: eyes—bilateral exophthalmos (lid lag and ball 
lag present; convergence normal) ; mouth—dental pros- 
thesis present. 

Neck: sternocleidomastoid muscles markedly atrophic. 

Chest: breasts atrophic. Wasting of intercostal muscles. 

Heart: rate 70; regular rhythm. No murmurs or ar- 
rhythmias. 

Abdomen: scaphoid type. Pubic hair sparse. 

Extremities: generalized muscular atrophy. Marked 
ecchymoses and trophic change over tibial” areas. 

Neurological: (1) All deep reflexes decreased; ab- 
dominal reflexes present. (2) Slowness and marked weak- 
ness of all skeletal muscle movements; all movements 
accomplished weakly but without delay. (3) Paras- 
thesia of both legs and arms; deep pain sensation absent. 
(4) Corneal and pharyngeal reflexes absent. 


Differential Diagnosis—(1) Pituitary cachexia (Sim- 
mond’s disease) following pituitary hyperfunction stage; 
(2) anorexia nervosa. 

Because the available history at first was quite sketchy, 
we believed that this patient had pituitary cachexia, per- 
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haps as a pituitary exhaustion stage following a poly- 
glandular overactivity involving pituitary and thyroid 
glands. In favor of this diagnosis were the classical 
signs of extreme emaciation, profound weakness and as- 
thenia, the appearance of premature aging, dryness and 
wrinkling of the skin, scantiness of axilary and pubic 
hair, atrophy of breasts and genitalia, loss of libido, 
amenorrhea, mental apathy, and subnormal temperature. 
However, anorexia nervosa with severe malnutrition was 
a strong possibility and could not be ruled out clinically. 


Laboratory Findings—FBS: 98 mg. per cent; NPN: 
67.6 mg. per cent; Kahn: negative; Urine: Sp.G. 1.001; 
Albumin trace; RBC: 4.27 M.; Hemoglobin 11.9 gm. 77 
per cent; WBC: 13,300; Diff.: Pmn 68 per cent; M 3, 
L 28, E 1; BMR: +20 on April 9, 1949; —9 on 
April 26. 


Blood chemistry was as follows: 


Calcium 6.0 mg. % 4-11-49 (normal 9.0-11.5 mg. %) 
Phosphorus 7.9 mg. % 4-11-49 (normal 3.0-4.5 mg. %) 
6.1 mg. % 4-27-49 
Alk. phosphatase 2.4 mg. % 4-11-49 (normal to 13 mg. %) 
FBS 178 mg. % 4-20-49 
Chlorides 456 mg. % 
(as NaCl) 4-11-49 
Cholesterol 170 mg. % Cholesterol Esters 
113 (66%) 
4-11-45 
Potassium 20.2 mg. % 4-11-49 
22 mg. % 4-27-49 
Iodide 1.35 % Total 4-11-49 
50 % Org. 
.85% Inorg. 
Total protein 5.89 mg. % 4-15-49 
Albumen 3.86 mg. % 
Globulin 2.03 mg. % 
A/G Ratio—1.9/1 
NPN 58 mg. % 4-13-49 
32 mg. % 4-28-49 


Glucose tolerance was charted thus: 














Blood glucose Urine Date 
Fasting .107 Neg. 4-9-49 
3%, hr. 191 Neg. 
14 hr .318 Neg 
2'% hr -261 Neg 
3% hr .095 Neg 
a r .080 Neg 
Fasting 107 Neg 4-27-49 
Y/, hr .194 Neg 
1 r .308 Tr 
2 hr -302 2+- 
3 hr 141 1+ 
Modified Mosenthal: 
Vol. Sp. G. 
11 P.M 192 1.005 4-13-49 
4-14-49 
2 A.M. 140 1.005 
5 A.M. 270 1.005 
7 A.M. 88 1.004 


PSP: April 13, 1949—Poor co-operation. Patient ex- 
creted only a twelve-minute specimen; this contained 
no dye and was therefore abnormal. No other specimens 
were obtained. 

EEG: April 16, 1949—Unreliable because of patient's 
instability, but appears essentially negative. 

EKG: April 14, 1949—P-R. 24. P large and peaked in 
standard leads II and III, inverted in IV. Delayed A-V 
conduction. 

17 Ketosteroids: 3.3 mg./24 hours (5.15 mg. normal), 
April 11. 

FSH: Less than 5 mouse units/24 hours (5-50 units 
normal), April 11, 1949. 
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11 Oxy-corticosteroids: 2.07 mg./24 hours (1-1.6 mg. 
normal), April 11, 1949. 


X-rays: Skull, lumbosacral spine, and pelvis essentially 
negative, April 15, 1949. 


Course in Hospital——No therapy other than barbitu- 
rates for sedation was used until the above studies were 
well on the way to completion. The abnormally high 
glucose tolerance curve was the first indication that we 
were not dealing with pituitary cachexia. This led to 
further questioning of the family, and a more accurate 
psychiatric history was finally obtained. 


Other factors also entered into consideration at this 
point. Her basal metabolic rate was +20 on one occa- 
sion, —9 on another, and this was certainly not typical 
of Simmond’s disease, in which the rate is generally —25 
to —30. The low serum chlorides, depressed serum pro- 
teins, low calcium level, and decreased glucose tolerance 
test as a group were best explained on the basis of in- 
anition.1:* The dilution-concentration test, PSP excre- 
tion test, and elevated NPN were probably the result of 
renal dysfunction secondary to dehydration. The fact 
that the 17-ketosteroids were low did not rule out ano- 
rexia nervosa, inasmuch as they are low in starvation as 
well as in decreased adrenal cortex function.3»5 


It was concluded that we had a case of anorexia 
nervosa. The subsequent course in the hospital rather 
dramatically proved our point. On her improved nu- 
tritional regimen, she gained strength enough by April 
12 to get out ef bed and walk. On April 14, she be- 
came markedly drowsy and lethargic and could scarcely 
be aroused. Benzedrine 10 mg. was administered with 
no effect. By April 15, she had lapsed into a rather 
typical schizophrenic episode of the catatonic type. Her 
talk was irresponsible, she had lapses of memory, and at 
times sat with frozen facies and would not respond to 
questioning. She was started at this point on testos- 
terone proprionate 25 mg. I.M. daily in an attempt to 
stimulate elaboration of APH, for the various laboratory 
data demonstrated, we felt, a general endocrinological 
hypofunction. Protamine zinc insulin 15 U, multivita- 
mins and I.M. Betalin were given daily. On April 16, 
she lapsed into an acute schizophrenic episode and be- 
gan to void and defecate involuntarily. At this’ point 
institutionalization was seriously considered. However, 
she showed some evidence of improvement, so she was 
retained in the hospital. On April 18, methyl testosterone 
20 mg. daily was instituted to reinforce the I.M. prepara- 
tion. By April 19, she was eating hungrily and showing 
signs of co-operation. On April 20, she dramatically be- 
came lucid, very co-operative, and aside from one or two 
mildly depressed episodes showed no residua of her 
schizophrenia from that time until the date of discharge. 
She ate voraciously at times, had vaginal flow for half 
1 day on April 28, and was to all intents and purposes 
‘ normal individual. Her weight record was of interest. 
By April 24, she reached a weight of 97.5 pounds, then 
dropped to 90 pounds two days later. This gain and loss 
were probably due to edema resulting from increased 
water intake, with subsequent loss due to reshifting of 
water balance.2 She was discharged on May 1 in good 
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spirits, weighing 93 pounds, a weight gain of 16 pounds 
since admission. 


Comment.—We present this case as having un- 
usual interest for several reasons: 

First, the patient appeared at the outset to have 
most of the clinical features of Simmond’s disease. 
Subsequent studies revealed a more positive psy- 
chogenic background for anorexia nervosa; labora- 
tory studies, especially the decreased glucose toler- 
ance and + BMR, were positive evidence against 
pituitary atrophy; finally, her course in the hospital 
was a fairly typical recovery from starvation. 

However, we feel that there is evidence in this 
case of generalized endocrine atrophy; some degree 
of hypopituitarism as evidenced by the clinical pic- 
ture and low FSH; possible hypoparathyroidism as 


indicated by the low calcium, high phosphorus 


readings; hypo-ovarianism as indicated by amenor- 
rhea and loss of libido; some of the features of 
adrenal cortical atrophy such as hypotension and 
asthenia; low 17-ketosteroids and low serum chlo- 
rides. That starvation can cause endocrine atrophy 
in animals is well established.® 

We offer as an interesting feature the fact that 
testosterone (combined intramuscular and oral) 
therapy seemed to be a helpful adjunct in this case, 
for within a few days following its inception, this 
patient changed from a markedly degenerate psy- 
chotic to a completely lucid individual with ap- 
parently normal judgment and reasoning ability— 
all without benefit of psychotherapy. Also, she re- 
gained her ability to menstruate, which was of 
some importance to her. We interpret this as pos- 
sibly meaning that the testosterone stimulated the 
anterior pituitary gland, with a secondary effect on 
the ovaries. Also, it is possible that stimulation of 
the pituitary may have resulted in cerebral stimu- 
lation via the hypothalamus, causing apparent re- 
covery from a degenerative schizophrenic psychosis. 
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In suspected neck malignancy, a search for the pri- 
mary lesion should always precede any treatment. Sur- 
gery should be the final step. 
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The Treatment of Acute 
Otitis Media 


By J. H. Maxwell, M.D. 
Ann Arbor, Michigan 


iy THIS period when potent chemical and bio- 
logical agents have so greatly reduced the mor- 
bidity of acute otitis media, and have practically 
eliminated surgical procedures for acute suppura- 
tive processes in the temporal bone, one might 
question the need for further discussion of this 
subject. 

Although there is much truth in the statement 
that the otologist’s practice has become more medi- 
cal than surgical, otology is still a surgical specialty 
and those who practice it whether as specialists or 
general practitioners must be surgically minded 
and prepared to make a surgical diagnosis in this 
field. The trained otologist with a large background 
of experience in temporal bone infections regards 
with considerable apprehension the present trends 
in the purely medical treatment of otitis media. 
There is a widespread attitude that all cases of 
acute otitis media, and I might even say all cases 
of earache, should be treated by the use of anti- 
biotics and chemotherapeutic agents; that the 
membrana tympani should be allowed to rupture 
spontaneously if it will, and rarely if ever be 
incised ; and that the resulting hearing impairment 
can be cured by the use of radium in the naso- 
pharynx. It is because of this present trend in 
therapy that I wish to discuss the treatment of 
acute suppurative otitis media and acute otitis 
media with effusion. 


Acute Suppurative Otitis Media 


The diagnosis of acute suppurative otitis media 
presupposes the presence of pus in the middle ear. 
The classical symptoms and signs, including ear- 
ache, fever, leukocytosis, impaired hearing, and a 
red, bulging drum membrane need not be dis- 
cussed in detail for they are well known to all of 
you. Known to you also is the fact that there is 
considerable variation from this classical picture in 
many instances, depending upon the rapidity of 
development of the abscess, the bacteriology of the 
infection, and the alteration of virulence of the 
infecting organisms produced by inadequate chem- 
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otherapy in the early stages of inflammatory 
changes in the tympanic mucosa. Such variations 
may be evidenced by lack of fever and pain. The 
drum membrane may be yellow and bulging to 
varying degrees. In some instances, particularly in 
pneumococcal infections, the local subjective symp- 
toms may remain minimal up to the time of exten- 
sion of the process into the cranial cavity to pro- 
duce sinus thrombosis, meningitis, or brain abscess. 
I repeat for emphasis that the diagnosis of acute 
suppurative otitis media presupposes the presence 
of pus in the middle ear. To arrive at such a diag- 
nosis demands a careful examination of the ears, 
nose, and throat. The external canal must be free 
from all foreign material to allow inspection of the 
entire drum membrane. After such inspection, 
intelligent evaluation of abnormal findings must 
be made. Having arrived at a diagnosis of acute 
suppurative otitis media by deciding from the clini- 
cal examination that there is pus in the middle ear, 
the treatment required is obvious. Myringotomy 
is demanded! A surgical diagnosis has been made 
and there is an uncomprising demand for surgical 
treatment—NOW—-not next week and not after a 
trial on chemotherapy. 

Since it is not desirable or even possible at this 
time to attempt to discuss all phases of this subject, 
I should like to answer a few questions that have 
been asked of otologists on frequent occasions dur- 
ing the past several years. 


Should early myringotomy be done in every case 
of otitis media? 

The answer is decisively, No. Non-suppurative 
acute otitis media should be treated medically. A 
patient, more commonly a child, complaining of 
earache and demonstrating a bright red, perhaps 
retracted, drum membrane which may be the site 
of a small bleb does not need a myringotomy. Nor 
does he need necessarily one of the sulfonamides 
or penicillin. In the absence of severe infection 
in the upper air passages, the otitis media may 
subside spontaneously without suppuration. If 
there is present also an acute follicular tonsillitis, 
an acute exudative nasopharyngitis, or an acute 
suppurative sinusitis, sulfadiazine, penicillin or 
aureomycin will be indicated, and may serve to 
abort the otitis media. Such a patient should be 
kept under observation, however, and myringotomy 
accomplished as soon as there is evidence of pus 
in the middle ear which may be only a matter of 
a few hours. 
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Why not let the drum membrane rupture by 
itself instead of incising it? 

A statistical study made several years ago, before 
the advent of the sulfonamides, of over 1,500 cases 
of acute suppurative otitis media, demonstrated 
conclusively the following facts: 


1. In the majority of instances (60 per cent) 
spontaneous perforation occurred after three days 
of symptoms. Thus, in building up pressure in 
the middle ear for more than three days, the 
increased opportunity for spread of infection to the 
mastoid is obvious. It was further shown that there 
is no tendency for a child’s drum membrane to 
rupture earlier than an adult’s. 


2. When spontaneous perforation of the drum 
membrane does occur, the drainage is frequently 
inadequate. Furthermore, the later the spontan- 
eous perforation, the less adequate the drainage as 
exemplified by the fact that in those patients 
experiencing spontaneous perforation after three 
days of symptoms, secondary myringotomy was de- 
manded in nearly twice as many instances as in 
the group whose drum membranes ruptured before 
three days of symptoms. 


3. Mastoiditis is less likely to develop in individ- 
uals who have the benefit of a myringotomy early 
in the course of an acute suppurative otitis media. 
In a group of 558 cases of acute suppurative otitis 
media proceeding to spontaneous recovery, 55 per 
cent had had early myringotomy. In 727 individuals 
with surgical mastoiditis, only 22 per cent had had 
the benefit of early myringotomy. Nearly half of 
the latter group had been permitted to proceed to 
spontaneous perforation of their tympanic mem- 
branes. 


In general, it has been shown that the time and 
type of middle ear drainage in cases of acute 
suppurative otitis media are influential factors in 
determining the course of the disease. 

Finally, in regard to this question, I would like 
to ask those individuals who oppose myringotomy 
if they have ever had an acute suppurative otitis 
media. If not, they should experience the excru- 
ciating pain that this disease may produce, then 
enjoy the relief afforded by surgical drainage. In 
all probability they would then be willing to resort 
to this simple surgical procedure to relieve the 
pain of a suffering patient. 
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Are there not some dangers associated with 
myringotomy due to the likelihood of introducing 
infection into the middle ear, and of injuring the 
contents of the tympanum? 

There are theoretical dangers in this procedure 
but they are greatly outweighed by the dangers of 
leaving pus under pressure in the middle ear 
cavity. 

First, in the absence of an external otitis there 
is little if any danger of introducing infection into 
the middle ear if a sterile myringotomy knife is 
used. The drum membrane does not need to be 
prepared by using a bacteriocidal solution. 

Second, with reasonable care and gentleness, 
there is practically no danger of damaging the 
middle ear contents by myringotomy. Individuals 
retain normal hearing after repeated myringotomies 
providing that a necrotizing infection does not 
destroy portions of the drum membrane or the 
tympanic mucosa. 


Why not use one of the sulfonamides or an 
antibiotic routinely in all cases of acute otitis 
media, both non-sup purative and suppurative, since 
experience has shown that most of them will resolve 
without drainage under this regimen? 

There are several aspects to this question which 
should be considered individually. 

In the first place, it is generally conceded that 
such medical therapy is never a substitute for an 
indicated surgical operation. Many infections in 
the ear and elsewhere in the body can be aborted 
by properly chosen chemical and biologic prepara- 
tions and thus cured before the indications for 
surgical drainage develop. After surgical drainage, 
such medical therapy may be most valuable in 
decreasing the morbidity and in preventing com- 
plications which might prove fatal. 

In the second place, not all cases of acute otitis 
media need such medical therapy. The sulfona- 
mides and antibiotics are not perfectly innocuous 
substances. The undesirable side effects and the 
deleterious toxic and allergic reactions are well 
known. These agents are far too valuable to waste 
by indiscriminate use and thus chance a sensitiza- 
tion reaction which may preclude the possibility 
of using the drug during some future illness when 
it is needed desperately. Experience in the pre- 
sulfa days demonstrated that 95 to 97 per cent of 
cases of acute suppurative otitis media resolved 
spontaneously without mastoid surgery. Certainly 
less than half of these cases had a stormy or septic 
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course in recovery. Thus it may be estimated that 
there is a large group of even the suppurative cases 
that does not need chemotherapy. 

Finally, conceding that, even in instances when 
pus is present in the middle ear, the infection may 
subside and the pus may be absorbed, there are 
two very real dangers in depending on chemo- 
therapy or the use of antibiotics to accomplish a 
cure unaided by surgical drainage. The first of 
these is the danger of producing a greatly at- 
tenuated smoldering infection which will event- 
uate in the insidious development of an intra- 
cranial complication. This is not a theoretical 
possibility but a reality encountered by otologists 
with sufficient frequency to cause them real con- 
cern. The second danger is that of permanently 
impaired hearing produced by mucosal thickening 
and even scar tissue after the absorption of pus. 
An undrained abscess in any body cavity will pro- 
duce such sequelae. In nonsuppurative cases of 
otitis media aborted by medical therapy, a serous 
effusion into the middle ear may occur and pro- 
duce hearing impairment which may go unnoticed 
for long periods in children not subjected to careful 
follow-up examinations. 


When should the sulfonamides and antibiotic 
agents be used in otitis media? 

I know of no reliable rule of thumb to govern 
the administration of these drugs. Each individual 
case of otitis media must be considered on its own 
merits and evaluated after careful clinical examina- 
tion of the patient. It is, of course, most important 
that the physician know from the appearance of 
the tympanic membrane what pathological changes 
are present in the middle ear and what further 
changes are likely to take place based on the entire 
clinical picture presented by the patient and on 
the appearance of the mucous membrane of the 
nose and throat. From information thus obtained 
he may decide that one of the sulfonamides or anti- 
biotics is indicated to treat the upper respiratory 
infection and abort the otitis media. 

If it is determined that pus is in the middle ear 
this should be drained surgically and the decision 
made regarding adjuvant medical treatment. If 
the patient is febrile and has a marked leukocytosis 
and if from the character and quantity of the exu- 
date in the middle ear, it is obvious that there is a 
virulent infection present, sulfadiazine, penicillin 
or aureomycin, alone or in combination, may well 
be administered immediately. If this is done, the 
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dosage should be adequate, the drugs continued 
until the infection has subsided completely, and 
the patient kept under observation. A patient is 
much safer to be deprived of these drugs than he 
is to have one or two shots of penicillin or a few 
sulfa pills and told to return later if he is in 
trouble. 

If, after examination, it is decided to do a myrin- 
gotomy, and it is judged from the character of the 
discharge and general appearance of the patient 
that the infection is of low grade, and being resisted 
well by the patient, chemotherapy need not be 
given immediately. The patient should be re- 
examined frequently enough to determine the 
course of the infection. If it subsides in a few days, 
nothing further is needed; but if there are signs of 
extending infection or increased virulence, it will 
be obvious within two to four days at which time 
the drugs may be started and given in adequate 
dosage and continued until resolution of the infec- 
tion is complete. 

It is particularly dangerous to use such therapy 
timidly and interruptedly. Repeated recrudescences 
demanding reinstatement of medical regimen mean 
a continued focus of infection either in the naso- 
pharynx or in the mastoid. 

In conclusion, it should be reiterated that the 
sulfonamides and antibiotics have been of tremen- 
dous value in decreasing the morbidity of acute 
suppurations in the middle ear and in nearly 
eliminating complications due to extension of 
infection beyond the boundaries of the middle ear 
cavity. Their place in the physician’s armamen- 
tarium is definite and their value when properly 
used has been proven. They are not substitutes 
for an indicated surgical operation nor are they 
substitutes for a painstaking clinical examination. 
They should be selected with care, administered 
judiciously, and treated with the respect accorded 
narcotics and potential poisons. 


Otitis Media with Effusion 


A second but closely allied condition which I 
wish to discuss very briefly at this time since it 
was mentioned earlier, is otitis media with effusion. 
This, as Dr. Gordon Hoople has stated, is a “chal- 
lenge to otolaryngology.” It is often neglected be- 
cause of faulty diagnosis, and commonly mis- 
treated. It is a frequent cause of hearing impair- 
ment in children, and one which lends itself to 
remedial therapy. It may be the result of baro- 
trauma, infection, or possibly vasospasm. There is 
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increasing evidence that an early suppurative otitis 
media aborted by chemotherapy may result in an 
effusion of clear amber serum into the middle ear. 
Without earache, fever, or general reactive symp- 
toms, the patient is apparently cured of his infec- 
tion. The adult will complain of a feeling of full- 
ness in his ears and hearing impairment, but the 
young child is not likely to complain of these symp- 
toms. If one ear only is involved, the parents may 
not notice the impaired hearing but it is likely that 
there will be some decline in the quality of the 
child’s school work. 

Examination will give evidence of a conductive 
type of hearing loss. The drum membrane may 
appear to be normal on casual inspection but on 
more careful study it will be seen to have an 
amber color due to the serum behind it. Bubbles, 
or a meniscus of fluid may be visible. In an adult, 
eustachian catheterization and inflation will pro- 
duce a rather characteristic “chug” as heard 
through the auscultation tube rather than the 
usual sound of air flowing through the eustachian 
tube. Such inflation may produce bubbles in the 
fluid of the middle ear which can be visualized 
through the tympanic membrane. 

If the process is new and acute it should be given 
an opportunity to subside spontaneously. In sub- 
acute cases in adults, paracentesis of the tympanic 
membrane with point suction is indicated. Repeti- 
tion of this treatment may be required at intervals 
if the fluid reaccumulates. In children who have 
the condition in the subacute stage, that is, clear 
fluid that remains in the middle ear for two or 
three weeks after the causative upper respiratory 
infection has subsided, the problem is slightly dif- 
ferent. If there is hypertrophied adenoid tissue in 
the nasopharynx, it should be removed. The 
adenoidectomy must be well done and particular 
effort made to remove lymphoid tissue from the 
fossae of Rosemuller. This alone frequently effects 
a cure. If, however, fluid is still present after a 
week or two, it should be drained by the method 
described above. 

A discussion such as this inevitably leads to the 
question which otologists are endeavoring earnestly 
at this time to answer; namely, “What place have 
the nasopharyngeal radium applicators in the treat- 
ment of middle ear disease?” This is a controversial 
subject on which authorities differ. Irradiation of 
hypertrophied lymphoid tissue in the nasopharynx 
is a form of treatment which probably has a place 
in the practice of otology. Frankly, however, I am 
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not certain just what this place is. No one has yet 
shown in sequential pathological sections the pre- 
cise effects of radium upon the nasopharyngeal 
lymphoid tissue. In my own experience, I have 
been unable to observe any gross changes in the 
appearance of the lymphoid tissue in the naso- 
pharynx two months after radium has been used. 
There is at least one authoritative radiologist who 
maintains that the now popular monel metal 
applicators are a menace to the health of the 
physician who handles them and to the nurse who 
assists him. 

In my opinion, this form of therapy has been 
a dangerous addition to the otologist’s armamen- 
tarium, and one which has be€h abused in a man- 
ner comparable to turbinectomy and antrum punc- 
ture. I say this advisedly, for I have seen patients 
suffering from chronic suppurative otitis media, 
adhesive otitis, otosclerosis, and even nerve deaf- 
ness who have had radium used in their naso- 
pharynges. Children suffering from recurring at- 
tacks of acute otitis media after adenoid and tonsil 
operations have been advised to have this form of 
treatment when all that was needed was removal 
of a large mass of adenoids. These may have been 
recurrent or as is often the case left behind at the 
original operation. 

If irradiation of hypertrophied nasopharyngeal 
lymphoid tissue has a place in the practice of otol- 
ogy, this place is limited, and positive indications 
for its use are rare. Little can be accomplished 
from its use in adults. In children, a thorough and 
carefully performed adenoidectomy will accomplish 
in most instances the results which radium is 
expected to produce. 

The long-range effects of radium on the naso- 
pharyngeal tissues are unknown. Its immediate 
effect must, of course, be destructive. Its possible 
deleterious late effects are considered with appre- 
hension by many radiologists. If this form of treat- 
ment is to be employed at all, it should be only 
after thorough and careful consideration of the 
pathological changes present and thoughtful antic- 
ipation of objectives to be gained. A radium 
applicator is a dangerous instrument and one to 
be treated with respect. 


=— sms 





Leukoplakia is a warning, a warning far in advance 
of cancer. 


Most moles should be left alone; they are harmless 
and will never become malignant. 
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The Hospital Management 
of Gall-Bladder Disease 


By E. T. Thieme, M.D. 
Ann Arbor, Michigan 


7 HE PATIENT admitted to the hospital for 

the treatment of gall-bladder disease is either 
admitted for the study of and possibly for elective 
surgery for chronic cholecystitis, or for the emer- 
gency treatment of acute cholecystitis. There has 
been much written in the medical literature con- 
cerning both conditions; however, most of the con- 
troversy has been concerning the treatment of 
acute cholecystitis. Evaluating the methods of 
treatment of gall-bladder disease and the results 
obtained may be difficult when considered from 
the standpoint of a general surgeon in a small 
hospital. It is hoped from a short review of the 
pertinent literature and a study of a small series 
of cases from a general hospital, that an individual- 
ized method of treatment of gall-bladder disease 
can be formulated. 


The fundamental knowledge of the etiology of 
cholecystic disease is still so inadequate that little 
can be said.* The concensus is that obstruction of 
the cystic duct is the inciting event for gall-bladder 
disease. The frequency of this obstruction and its 
duration are the factors which determine the 
course and severity of the disease. The cause of 
the original obstruction is poorly understood. The 
cause of obstruction evident at operation is most 
frequently stone. However, the cause of obstruc- 
tion before stones are formed is not well under- 
stood. Reflux of pancreatic ferment, allergic mani- 
festations, transient infection from the blood 
stream, lymph, liver or bowel have all been con- 
sidered. However, once obstruction has occurred 
the alterations in gall bladder function and the 
bile are considered adequate explanation for stone 
formation. That recurrent cholecystitis may occur 
without stone formation has been shown many 
times, but also the poorest results from surgery are 
in noncalculus cholecystitis. Infection was long 
considered to be important in the etiology and in 
the continuation of gall-bladder disease. However, 
careful bacteriological studies by many investigators 
have shown that the bile and gall-bladder wall 
contain few organisms. In acute cholecystitis there 





Presented at the Fourth Annual Michigan Postgraduate Clinical 
Institute and Michigan Heart Day, Detroit, March 9, 1950. 


672 


GALL-BLADDER DISEASE—THIEME 








is very little increase in the number of bacteria. 
Andrews’ has shown that even so-called empyema 
of the gall bladder is not pus, but more often an 
emulsion of calcium carbonate or of amorphous 
crystalline cholesterol.’ Feinblatt studying twenty 
empyemas of the gall bladder rarely found actual 
pus and obtained a negative culture in 60 per 
cent. Thus bacterial infection would seem to 
play a minor role.* Gangrene and perforation, 
occuring first in the fundus of the gall bladder, as 
they do, have been shown by Andrews, Saint"! 
and others to be on a vascular basis. Edema at 
the base of the gall bladder restricts the blood 
supply to the most distant portion, the fundus. 
Acute cholecystitis and acute appendicitis have 
been considered similar and emergency operations 
advised for both. It is true that obstruction, most 
important in cholecystitis, is important in appen- 
dicitis; but there the similarity ceases. The ap- 
pendix filled with bacteria and a relatively rigid 
organ often perforates freely into the peritoneal 
cavity. The gall bladder with few bacteria and 
being a relatively distensible organ, ,may perforate 
locally in as high as 10 per cent of the acute 
cases,'°> but perforates freely into the peritoneal 
cavity but rarely. 


However, it is this danger and the hope of 
preventing gangrene and perforation during acute 


cholecystitis that has been the basis for the plea 


for early surgery in that condition. To properly 
assay the incidence and dangers of perforation one 
must determine what is meant by acute cholecysti- 
tis.‘* Wallace and Allen set a criterion of pain, 
tenderness, spasm and a palpable mass in the right 
upper quadrant, accompanied by a temperature 
elevation of 101 degrees or more and a white blood 
count of 12,000 or more.’* Touroff, however, 
reported a special group of seventy-five who at 
operation had acute cholecystitis but who had 
clinically absent or minimal signs of the disease 
and were symptom free. Root and Priestly’® 
noted two hundred forty-eight cases in whom the 
pathologist made the diagnosis of acute cholecysti- 
tis, the operating surgeon had suggested that diag- 
nosis during the operation in 89 per cent but in 
none had the diagnosis been made by the clinician 
preoperatively. From this it can be seen that the 
diagnosis of acute cholecystitis can be made by the 
examining physician, the operating surgeon or the 
pathologist. That there may be lack of agreement 
seems at first a criticism of everyone but the path- 
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ologist who of course has the final word. That is 
not so. The reasoning of Saint and the carefully 
worked out studies of Andrews do much to explain 
this lack of correlation between the clinical picture 
and the findings at operation. Obstruction of the 
cystic duct causes pain, as the obstruction con- 
tinues, pain continues and the edema starts. Op- 
eration soon after the pain ceases may show a 
rather normal looking gall bladder as the edema 
may subside rapidly; or the edema may persist 
and the gall bladder at operation be large, red 
and thick walled. Despite the difference in the 
gross appearance of these gall bladders both pa- 
tients had acute cholecystitis. The pathologist will 
report as little as he can politely. Andrews has 
shown that the thickening of the gall bladder is 
mainly edema in the serosa, most of which is lost 
during the process of fixation. The fact that the 
gall bladder and the fluid in it during acute 
cholecystitis may be sterile may help to explain 
the patient who walks into the office symptom 
free after an attack of acute cholecystitis, but in 
whom the surgeon at operation, days or weeks 
later, may find a very large red edematous gall 
bladder. This lack of correlation between the 


clinical findings and the severity of the pathology 
present must be taken as a warning of the dangers 
of acute cholecystitis and the ever-present pos- 
sibility of gangrene and rupture despite few clin- 


ical symptoms. Surgery for chronic cholecystitis 
may now be done with a mortality of a fraction of 
1 per cent. The care of acute cholecystitis for- 
merly bearing a mortality varying from 10 to 30° 
per cent, depending on the cases selected for study, 
has been greatly improved. The mortality now 
ranges from 3** to 6 to 8 per cent, again depend- 
ing on the selection of cases. When gangrene and 
perforation have occurred the mortality may range 
from 11 to 50 per cent.**® 


At St. Joseph’s Mercy Hospital, Ann Arbor, 
which is a small general hospital, it has been the 
policy on one of the surgical services to treat the 
cases of acute cholecystitis expectantly and as in- 
dividual problems. By acute cholecystitis is meant 
that patient with right upper quadrant pain severe 
enough to demand hospitalization. From the prac- 
tical standpoint the physician called to see this 
patient faces the problem of treating acute 
cholecystitis at that time. Although the eventual 
outcome of any one case may not show the neces- 
sary elevation of temperature and white blood 
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count, nor a right upper quadrant mass to meet 
the requirements set down for the diagnosis of 
acute cholecystitis by many authors, still at the 
time treatment is to be considered the problem is 
that of acute cholecystitis, and any study of the 
treatment of acute cholecystitis should include all 
such cases. 

Having made the diagnosis of acute cholecystitis 
the patient is put at bed rest and given the neces- 
sary sedation. Demerol with its action on smooth 
muscle would seem preferable to morphine, but 
frequently relief is obtained only with the latter. 
The most important single factor in recovery is 
to put the gastro-intestinal tract at rest.2 There 
is ample evidence to show that gall-bladder 
activity is under hormonal control, which in turn 
is dependent on food. Therefore, intravenous 
fluids are given and gastric-suction is used if there 
is any vomiting. ‘This must be continued until 
pain has subsided and normal peristalsis is present 
as indicated by the passing of gas per rectum. 
Laboratory work and physical examinations must 
be done as indicated to follow the course of spasm, 
tenderness and the appearance of a mass, Hal- 
lendorf et al consider the appearance of a mass 
the sign of impending gangrene.® Saint repeats 
many times in his article that the appearance of 
a mass means increased intravesical pressure in 
the gall bladder and impending perforation. He 
therefore advises immediate operation when a mass 
is first felt. However in the cases presented here, 
the original right upper quadrant spasm was 
such as to hide a mass, and a mass developed 
later in only 25 per cent of the cases. The develop- 
ment of a mass was not used as an indication for 
emergency surgery. If there is progression of the 
disease clinically as evidenced by continued pain, 
nausea, increase in temperature and white blood 
count, emergency surgery is considered. ‘This is 
the so-called fulminating cholecystitis which may 
end in disasterous perforation if surgery is not done 
in time. -The great majority of cases will quiet 
down in two to three days. A few will continue on 
an unsatisfactory course requiring surgery, not of 
For those who improve rapidly a 
cholecystogram is ordered immediately. A normal 
cholecystogram at this time is strong evidence 
against gall-bladder disease. Two case histories 
will illustrate this point. 


election. 


Case 1.—A 65-year-old woman was admitted during 
her third attack of right upper quadrant pain, nausea 
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and vomiting. On the two previous occasions a mass 
had been palpated in the right upper quadrant. Her 
temperature was 101.6 degrees and the white blood 
count was 12,000. 

The symptoms quieted down within forty-eight hours 
but a mass persisted in the right upper quadrant. 
Cholecystogram showed a normal functioning gall bladder. 
Barium enema showed a carcinoma of the hepatic colon. 
The mass was a dilated loop of proximal bowel. Early 
surgery would have been indeed ill advised. Because 
of their proximity, disease of the hepatic colon and the 
gall bladder may be confused. . 


Case 2.—A 40-year-old housewife was admitted with 
severe right upper quadrant pain, nausea and vomiting. 
This was the most severe of many minor attacks. There 
was tenderness and spasm in the right upper quadrant 
but no mass. Her temperature was 100 degrees, white 
blood count 10,000. The symptoms quieted down 
within thirty-six hours and a _ cholecystogram done 
forty-eight hours after admission showed a _ normally 
functioning gall bladder. Other studies were incon- 
clusive. Although no definite diagnosis was made, it 
was not felt that her gall bladder was at fault. 


For those patients whose symptoms quiet down 
quickly surgery is offered after proper study. Sur- 
gery at this time may be difficult technically, and 
cholecystectomy, the operation of choice, is un- 
wise if proper exposure of the duct system is 
impossible. Cholecystostomy must then be done. 

In order to determine the incidence and to 
evaluate this method of the treatment of acute 
cholecystitis, the last one hundred consecutive 
cases of gall-bladder disease admitted to one of 
the surgical services at St. Joseph’s Mercy Hos- 
pital, Ann Arbor, were studied. 


TABLE I. ONE HUNDRED CONSECUTIVE ADMISSIONS 
FOR GALL-BLADDER DISEASE 








Cases Deaths 





Elective surgery for chronic disease..............:0++:s0++ 47 1 
Acute cholecystitis, elective surgery.......... eonvssovnversssssaes 32 a 
Acute cholecystitis, unoperated this hospitalization.. 21 2 

100 3 


*1 patient moribund on admission, no treatment 
1 patient inaccurate diagnosis, improper treatment 





Table I shows that 53 per cent were admitted 
for the treatment of what clinically was considered 
to be acute cholecystitis. Cases later shown not 
to be gall-bladder disease are not included. This 
is a much higher per cent than usually reported 
from clinics or hospital centers, where the incidence 
ranges from 10 to 25 per cent. There were three 
deaths in these one hundred cases. One patient 
entered moribund, dying twelve hours later. 
Autopsy showed a carcinoma of the gall bladder 
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TABLE II. CLINICAL COURSE OF FIFTY-ONE CASES 
TREATED FOR ACTIVE CHOLECYSTITIS 
















No. 

Cases Course 
ee ee ae 3 days 
4 Suffered exacerbation ..3 days 
eS SS eae 5 days 


3 more oes al 
8 Continued an unsatisfactory course 








with metastases. The gall bladder had ruptured. 
A second case although under care in the hos- 
pital was never diagnosed until autopsy. At au- 
topsy a ruptured gall bladder with supra, and 
infra hepatic and right lower quadrant abscesses 
were found. Her obesity is only a slight excuse for 
this missed diagnosis which also misdirected the 
treatment. The third patient dropped dead while 
shaving the morning that he was to have been 
discharged following an uneventful convalescence 
from a cholecystectomy done for chronic gall- 
bladder disease. Autopsy was not granted. Cer- 
tainly these three patients died because of their 
gall-bladder disease, but one can hardly attribute 
their death to the type of treatment given but 
rather, in two of them, to the lack of treatment, 
as one patient being moribund was untreated, 
and the other patient lacking the proper diagnosis 
did not receive the proper treatment for gall- 
bladder disease. 

Table II shows the clinical course of fifty-one 
cases treated for acute cholecystitis. Twenty-nine 
subsided within three days after admission to the 
hospital, but three suffered an_ exacerbation. 
Eleven additional cases required five days and 
three cases more than five days. Eight continued 
on an unsatisfactory course which required op- 
eration, not as an emergency but also not of elec- 
tion. The duration of the present attack before 
admission to the hospital was a definite factor in 
determining the hospital course. Only fifteen 
of the fifty-one cases were admitted within forty- 
eight hours of the onset, eleven of these subsided 
within three days. 

Table III outlines the treatment of fifty-one cases 
of acute cholecystitis. Thirty-two cases were op- 
erated upon during this hospital stay. Cholecys- 
tectomy was done for all patients with the addi- 
tion of common duct exploration for six. Of the 
nineteen who were not operated at this time, five 
were rejected after study as poor risks due to other 
diseases and eight refused operation. Three of 
the eight refusing operation were forced to return 
for surgery, two because of acute cholecystitis, and 
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TABLE III. TREATMENT OF FIFTY-ONE CASES OF 
ACUTE CHOLECYSTITIS 
: III © ocsscecesscsedextscostsvcswecsiestssiaavenneases 26 
Cholecystectomy with choledochotomy.......... 
32 
Not operated chis hospitalization................... 19 
OR ON BUI sc rcsdsas tag detanaseosvon vrsscnedescacassseesse 7 
(2) CoCIENI TO TRRIIE on cocicsecevsvessssrnsesivcsvecsecs 8 
Forced to return for surgery............+ 3 
(3) Asked to return for surgery...........+00 6 
Returned fOr Gur @ery..........0....-cseceoserses 6 
__ Total eventually operated upon.................. 41 





one because of acute intestinal obstruction due to a 
gall stone. Because of the seriousness of their ill- 
ness six patients were asked to return after more 
complete recovery, for surgery at a later date. All 
six did deturn for cholecystectomy. Therefore, of 
the total of fifty-one cases treated for acute cho- 
lecystitis, thirty-two had cholecystectomy at the 
time of hospitalization studied and eight at a 
later date. - An additional case underwent a resec- 
tion of small bowel for gall stone ileus. Cholecyst- 
ostomy was not required and there was no mor- 
tality. These operations were not considered emer- 
Therefore the time elapsing from onset 
of symptoms and from admission to the hospital, 
until operation was performed, depended not 
only on the clinical improvement but on the 
availability of the operating room. Acute per- 
foration or gangrene was not found in any of the 
thirty-two cases of acute cholecystitis operated 
during this hospital stay. There was evidence of 
a previous local perforation in three of the six 
cases operated at a later date because of the 
severity of their illness. 


gencies. 


If any conclusion can be 
drawn from this small series of cases it would be 
that conservative treatment, appropriate studies 
and surgery, not as an emergency, can be carried 
out satisfactoritly in acute cholecystitis. 

There is little of interest concerning the forty- 
seven cases of chronic cholecystitis admitted for 
elective surgery. Eight of these at operation had 
large red edematous gall bladders considered acute 
cholecystitis by the surgeon and pathologist but 
all were symptom free at the time of operation. 
In one case the local reaction was such as to make 
cholecystectomy inadvisable so cholecystostomy was 
done. Although many patients may successfully 
carry their gall stones through life into the autopsy 
statistics, it is the impression of the author that 
once cholecystitis and cholelithiasis have become 
evident clinically, cholecystectomy is the treatment 
of choice. No diet or combination of medicine 
will cure this disease. There were three cases of 
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carcinoma of the gall bladder, all with stones, in 
this series of one hundred cases. 


Summary 


The lack of fundamental knowledge concerning 
the etiology of cholecystic disease is pointed out. 
Infection plays a minor role, edema with vascular 
restriction a major role in the production of cho- 
lecystitis and of its complications, gangrene and 
perforation. It is felt that each case of acute 
cholecystitis may be treated individually. The 
proper use of intravenous fluids, gastric suction and 
sedation will bring a prompt remission, allowing 
study of the individual problem with surgery dur- 
ing that hospitalization or if indicated by the 
severity of the illness, at a later date. A few may 
require surgery not of election for continuing 
cholecystitis. 

A small series of one hundred consecutive ad- 
missions for gall-bladder disease was studied. The 
incidence of acute cholecystitis by clinical diagnosis 
was 53 per cent. Thirty-two of fifty-one cases 
treated were operated upon during this hospital 
stay. Nine others were operated upon later. 
There was no mortality in the group so treated. 
Evidence of a previous local perforation was found 
in three of the cases operated upon at a later 
admission. 

There was one death among those operated for 
chronic cholecystitis. ‘The incidence of carcinoma 
of the gall bladder was 3 per cent. 

No conclusion can be drawn from so small a 
series of cases but it is felt that the method out- 
lined for the treatment of acute cholecystitis may 
be continued. 
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The Therapy of Non-Tuber- 
culous Urinary Tract 
Infections 


By Reed M. Nesbit, M.D., and 
William C. Baum, M.D. 


Ann Arbor, Michigan 


ITHIN THE past ten years the physician 

has been armed with a battery of useful drugs 
for the management of urinary tract infections that 
have materially altered both the morbidity and 
mortality attending this common condition. This 
revolution in therapy has materialized in an amaz- 
ingly short period of time and has all but delivered 
the practitioner from the feeling of despair which 
in the past was often associated with the diagnosis 
of resistant pyuria. 

But in his enthusiasm over this sudden flood of 
antibiotic affluence the physician should not lose 
sight of certain long-established basic principles of 
diagnosis and therapy which remain unaltered by 
these new adjuncts to treatment; nor must he be 
guilty of the misuse of the new agents to the detri- 
ment of the patient. 

The accurate diagnosis of existing infection is a 
logical preface to the discussion of the management 
of disease. Careful consideration of the method of 
collection and examination of the urine is impera- 
tive, for without acceptable standardized technique 
our conclusions and later treatment may be worth- 
less. 

In the male, a second glass voided specimen 
passed in a clean container is satisfactory, while 
in the female a catheterized specimen is manda- 
tory, voided urine being worthless bacteriologically 
after passage over the secretions of the vaginal 
mucosa. The sample so obtained should be centri- 
fuged immediately, the supernatant fluid examined 
for sugar and albumin, and the sediment subjected 
to microscopic examination. The routine use of 
methylene blue has proven a satisfactory staining 
technique, and may be supplemented by Gram 
stain and Ziehl-Nielsen stain when indicated. The 
presence of pyuria, and the identification of organ- 
isms is sufficient evidence to establish the presence 
of infection. Amicrobic pyuria is often associated 
with tuberculosis, although it is commonly seen 
also in virus infections of the urinary tract. In this 
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connection it should be mentioned that about one- 
third of all tuberculous infections of the urinary 
system are complicated by secondary pyogens so 
that the presence of non-tuberculous organisms 
does not automatically exclude that condition 
from our diagnostic consideration. On the con- 
trary, the careful physician will be well advised to 
suspect an underlying tuberculous infection when 
he encounters pyuria refractory to treatment. 
Bacteriuria without pyuria is uncommon, and 
usually indicates a contaminated specimen bottle, 
but it may be seen in low-grade infections common 
to females, during the initial phase of acute staphy- 
lococcal infection of the kidney, and occasionally 
in conditions where large amounts of residual urine 
occur. For ordinary purposes the identification by 
staining of the type of organism is all that is 
necessary before the institution of a trial of therapy. 
Culture and sensitivity studies may be reserved for 
resistant varieties which fail to respond to usually 
effective measures. 


From the bacteriological standpoint the thera- 
peutic agents which we have at present function 
by reason of their bacteriostatic and bacteriocidal 
effect, but basically none of them would be curative 
were it not for the inherent combative powers of 
the body mediated through an intact reticulo-endo- 
thelial system. Should a drug fail to bring about 
the expected cure in the light of past experience 
with the agent, then the physician must logically 
search for the factor responsible for the failure. In 
general, persistent infection may be said to be due 
to one of three things: the drug used is ineffective 
against the organism present; there are complicat- 
ing pathological conditions which serve to perpetu- 
ate infection, e.g., neoplasm, obstruction, calculus 
or foreign body; or the body resistance is such that 
even though the drug is locally efficacious, its bene- 
fits are not supported by the usual adaptive re- 
sponse to bacterial invasion: 


Once failure has been substantiated after an ade- 
quate trial of primary therapy further detailed 
urological investigation is indicated before addi- 
tional therapy is attempted. The importance of 
this examination cannot be overemphasized. It 
may reveal the underlying cause of the persistent 
pyuria, such as a calculus, neoplasm, obstructing 
lesion or foreign body, and will prevent the pre- 
mature administration of antibiotics which we 
know are ineffective in the presence of’ these con- 
ditions. Under such circumstances the develop- 
ment of resistance on the part of the infecting 
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organism is almost a certainty, and will obviate the 
later use of the agent when its protection following 
operation may be a vital factor in recovery. 

The indicated examination should include endo- 
scopic evaluation of the urethra and bladder, retro- 
grade passage of catheters up both ureters, collec- 
tion of upper tract or kidney urine specimens, and 
x-ray of the urinary system by infection of suitable 
contrast media. Culture of the urine may logically 
be employed at this time, and the organisms iso- 
lated tested for sensitivity to the agents of choice. 
At present these studies can be carried out for all 
of the available antibiotics in hospital or commu- 
nity laboratories, and in the State of Michigan, as 
well as in some other states, by the State Depart- 
ment of Health. The results of these tests will aid 
the therapist in the selection of the most effective 
agents or agent against the particular organisms 
involved, and will forestall expensive trials of 
therapy of no value by reason of the insensitivity 
of the organism to the drug chosen. The clinician 
may be justified in the use of an antibiotic in the 
face of a particularly virulent process, where time 
is a factor, without first obtaining culture and 
sensitivity studies. In such a case he must rely on 
the information obtained from microscopic exami- 
nation of. the stained urinary sediment for his 
choice of drug. 


The Sulfonamides 


These chemotherapeutic agents have proven ef- 
fective in most urinary tract infections, and still 
remain the drugs of choice in the initial trial of 
therapy in uncomplicated cases. They have a wide 
range of effectiveness against both bacilli and cocci, 
are easy to administer, and are relatively inexpen- 
sive. Of the various compounds available, sulfa- 
cetamide appears to offer the greatest advantage, 
being. soluble in the physiological acid range of 
urine without alkalinization, thereby minimizing 
crystalluria and renal damage. It is possessed of 
low toxicity, has a good range of antibacterial 
activity, and may be administered in the relatively 
low dose of 2.0 grams daily (0.5 grams q.i.d.), and 
still maintain a therapeutically effective urinary 
level. Generally five to six days of treatment will 
suffice. Sulfadiazine and sulfathiazole are also 
beneficial, and may offer a greater advantage in the 
coccal infections, but they have lost favor because 
of their tendency to form urinary concretions, and 
the greater incidence of toxic reactions associated 
with their administration. 


Jung, 1950 
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Recently a new approach to the solution of this 
problem has been offered in the combination of two 
or more sulfonamides, based on the principle that 
the therapeutic actions of the compounds are addi- 
tive while their solubilities continue to be inde- 
pendent. One such product, sulfadial, combines 
sulfathiazole 37 per cent, sulfadiazine 37 per cent, 
and sulfamerazine 26 per cent, and is recommended 
in doses of two grams stat and 0.5 grams every 
four hours. Another, tricombisul, offers equal parts 
of sulfadiazine, sulfamerazine, and sulfacetamide, 
and is used in slightly larger doses of two grams stat 
and one gram every four hours. As a rule these 
combinations are better tolerated orally, even in 
the higher doses, are possessed of a low rate of ace- 
tylation in the blood and urine, and appear to give 
an increased rapidity of response as compared 
with the other sulfonamides used singly. 

Sulfathalidine, sulfamerazine, and sulfasuxadine, 
agents commonly employed to combat infectious 
diseases of the gastrointestinal tract, by reason of 
their low rate of absorption, have also been recom- 
mended as effective therapeutic agents in coliform 
urinary tract infections. Their effectiveness is based 
on their strong bacteriostatic action against B. coli, 
and their ability to interrupt the most common 
source of contamination, the bowel, thus affording 
the tissues of the urinary tract the opportunity to 
build natural resistance. 

More recently an additional sulfonamide known 
experimentally as NU-445 has been offered to the 
physician. It too possesses remarkably good solu- 
bility over a wide pH range, and in vitro compares 
favorably with the therapeutic potentialities of 
sulfacetamide. It is used in doses of four to six 
grams daily for six to seven days of trial. 

Penicillin 

The pyogenic coccal urinary tract infections, 
although less common, offer considerable chal- 
lenge to the therapist. Fortunately most coccal 
infections, including those due to the Gonococcus, 
Staphylococcus albus and aureus, and the Beta- 
hemolytic streptococcus respond readily to peni- 
cillin. Streptococcus fecalis, however, is unaffected 
by the drug in most instances. Penicillin is of no 
value whatsoever in the Gram-negative bacillary 
infections. In mixed bacillary and coccal infections 
penicillin will bring about the expected elimination 
of the cocci when combined with the sulfonamides 
or newer therapeutic agents, but, if used alone, 
even the coccal flora may prove resistant due to the 
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production of penicillinase by certain Gram-nega- 
tive rods. 


The dramatic antibacterial action of penicillin 
has prompted extensive research into the best mode 
of administration. The most satisfactory method 
at present, from the standpoint of urinary tract 
infections, has been the single daily injection of 
400,000 units of procaine penicillin-G intramuscu- 
larly. Such a dose will maintain effective thera- 
peutic blood and urinary levels for at least 24 hours 
against the organisms mentioned. The oral admin- 
istration of aluminum penicillin with sodium ben- 
zoate offers an effective therapeutic approach to 
coccal urinary tract infections. It has the advan- 
tage of resistance to gastric acidity and intestinal 
enzymatic destruction. Given in amounts of 
150,000 units four times daily it is equally as effec- 
tive as 300,000 units eight times daily of the older 
soluble oral preparation. It has been reported satis- 
factory in 97 per cent of a series of cases of acute 
gonorrhea by Bohls, Cook and Potter when admin- 
istered in amounts of 250,000 units eight hours 
apart for two doses. 


Recent literature has stressed the inadvisability 
of administering sulfonamides and procaine peni- 
cillin in combination. More careful survey, how- 
ever, reveals the fact that the procaine portion of 
the molecule is so slowly released that the combina- 
tion of para-amino benzoic acid formed does not 
reach a high enough level in the body to produce 
an antisulfonamide effect, and therefore their com- 
bined use is compatible. 

Penicillin is apparently completely lacking in 
inherent toxicity. ,The many untoward reactions, 
and even deaths, attributed to it can be ascribed 
to Herxheimer-like reactions or sensitivity mani- 
festations. The percentage of reactions is actually 
very low in proportion to the number of patients 
who are recipients of the drug, and most that do 
occur are controlled by antihistaminic drugs. 


Streptomycin 


With the introduction of streptomycin further 
aid was gained in the search for effective agents 
against Gram-negative bacilli so common as causa- 
tive agents in urinary tract infections. After three 
years of clinical evaluation it would appear that 
this drug is efficacious in approximately 50 to 54 per 
cent of the infections caused by B. coli, Aerobacter 
aerogenes, Proteus ammoniae, and Proteus vul- 
garis. It is only occasionally effective in Pseudo- 
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monas aeruginosa and in certain strains of Strepto- 
coccus fecalis. 

Streptomycin gives best results in doses of 1.5 to 
2.0 grams daily in divided intramuscular injections. 
This will maintain a blood level of 20 units/c.c., 
effective against most susceptible organisms. The 
response to therapy, if it is to occur at all, is usu- 
ally seen within four days of initiation of treatment, 
although a total of six to seven days are recom- 
mended. Its effectiveness is enhanced by an alka- 
line urine, pH 7.2 to 7.4, easily attained by the use 
of sodium or potassium citrate orally, one tea- 
spoonful of a 25 per cent solution four to five times 
per day being recommended. 

Streptomycin is more vulnerable than the other 
antibiotics in the ease and rapidity with which 
organisms become resistant to its action. This 
places very definite limitations on its usefulness, 
and often poses a problem of co-ordination of 
therapeutic efforts with other drugs. To be of 
value it must be administered in satisfactory initial 
doses, and maintained at that level throughout 
therapy. Once resistance has developed increased 
dosage has no further effect, a factor nicely illus- 
trated when using the drug to sterilize the bowel 
prior to surgical procedures. When given orally for 
this purpose there occurs a marked reduction in 
the coliform flora within two days, but shortly after 
resistant strains begin to flourish even in the face 
of drug administration. Sulfathalidine and sulfa- 
suxadine have been recommended in combination 
with streptomycin to reduce the speed with which 
the bacterial flora returns, and the two are recom- 
mended for such purposes. 

Streptomycin has a definite inherent toxicity. 
Most patients treated for three weeks or longer on 
doses of 20 mgm/Kg of body weight experience 
subjective dizziness and objective evidence of ves- 
tibular damage. In a few cases permanent deafness 
has resulted. Mild renal irritation often accom- 
panies its administration, but is rarely of any 
moment. One should, however, give it with cau- 
tion in patients having pre-existing impairment of 
renal function. In such cases lower doses may give 
satisfactory results, and may safely be administered 
where laboratory control is available. 

Hydrogenated streptomycin or dihydrostreptomy- 
cin is less toxic to the vestibular apparatus, the 
indications and dosage are the same, and the ap- 
pearance of resistant.strains just as common. It has 
largely supplanted streptomycin in therapy, but 
recently Romansky has called attention to a dis- 
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turbing incidence of cochlear damage with subse- 
quent deafness in a fairly high percentage of pa- 
tients treated with this drug. Symptoms are said 
to appear six to eight months after the conclusion 
of therapy, and if this proves universal, may nullify 
the present benefits offered by this agent. 


Aureomycin 


Aureomycin has been found to have a wide anti- 
biotic spectrum, including infections caused by 
Gram-positive and Gram-negative bacteria. Obser- 
vations by Grayson Carroll and associates have 
shown it to be effective against B. coli, E. inter- 
medium, Aerobacter aerogenes, Paracolon, Alka- 
ligenes, and Streptococcus fecalis. All strains of 
Pseudomonas and Proteus examined appear highly 
resistant. Pathogenic strains of hemolytic strepto- 
cocci, and gonococci are almost completely in- 
hibited by 1.0 mcgm/c.c. or less, but Proteus and 
Pseudomonas require 100-250 mcgm/c.c. for com- 
plete inhibition. 

To date there has been no evidence of gross 
resistance with penicillin, streptomycin or poly- 
myxin, and there has been no significant tendency 
toward the development of resistance after therapy 
either in vitro or in vivo. 

The drug is available for oral and intravenous 
use, and after administration appears rapidly in 
the urine. It is excreted continuously for two to 
three days after a single intramuscular injection 
of 0.5 gram. Excretion studies, however, suggest 
that the optimal interval between oral doses should 
be six to eight hours. A dose of 0.5 gram every six 
hours over a seven-day period is usually sufficient 
to give therapeutic results in the majority of cases. 
Many investigators have noted a tendency for re- 
currence of infection within a week or two after 
successful completion of therapy with this drug, 
and have advised that the original intensive course 
of treatment be followed by additional therapy, at 
the reduced dose of 0.5 gram t.i.d. for ten days to 
two weeks after the urine has cleared. 

Toxic reactions, although minimal, are annoy- 
ing, and consist mainly of nausea and diarrhea. 
The nausea has been found to respond to the si- 
multaneous administration of amphojel with each 
dose of aureomycin, while diarrhea is usually con- 
trolled by routine constipating measures. 


Chloromycetin 


This new antibiotic compares favorably with 
aureomycin in its range of antibacterial activity. 


Jung, 1950 
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It is more stable than aureomycin, has exhibited 
no toxic manifestations of importance, but requires 
a comparatively greater dose for the same thera- 
peutic effect. It is recommended in amounts of 50 
mgm/Kg of body weight in divided doses orally 
over a seven-day period. A total of 10 grams is 
usually sufficient in most cases. Analysis of thera- 
peutic results from many sources tends to show 
that the methods of giving the calculated daily 
dose has little influence on the response, although 
the interval between administration should not 
exceed eight hours. 

Studies at the University Hospital Urological 
Service found the drug effective against B. coli, 
Aerobacter aerogenes, Paracolon, E. freundi, Strep- 
tococcus fecalis, Staphylococcus albus and aureus, 
diphtheroids, and in some cases of B. proteus. It 
failed in all infections due to Pseudomonas. 

Unlike aureomycin we have observed the rapid 
development of resistance in certain strains of B. 
proteus, B. alkaligenes, and Aerobacter aerogenes 
when the drug was used in doses of 0.25 gram 
every six hours, even though preliminary sensi- 
tivity studies indicated that a favorable response 
could be expected. Like aureomycin, many patients 
showed clinical improvement and a return of the 
urine to normal on administration of chloromyce- 
tin over a five- to six-day period only to have a 
recurrence of symptoms within a week or two, and 
again demonstrate an infected urine with the same 
organisms. For this reason, several investigators 
have recommended a reduction in dosage to 25 
mgm/Kg of body weight after the initial response, 
and maintenance of that dose schedule for an addi- 
tional ten days to two weeks. 


Polymyxin 


This drug, one of the polypeptides, has pre- 
viously been suggested for use in urinary tract 
infections by Long and others, but the clinician has 
been reluctant to use the drug because of its known 
nephrotoxic effect. 

Studies by Pulaski and Rosenberg have shown 
polymyxin to have a marked inhibitory effect on 
Salmonella, Shigella, Klebsiella, Coli-Aerogenes, 
and, most important of all, on Pseudomonas. 
Staphylococci are moderately sensitive, while B. 
proteus and Beta-hemolytic streptococcus are re- 
fractory. 

On daily doses of two to four mgm/Kg of body 
weight effective plasma concentrations of one to 
eight mcgm/c.c. are obtained. The peak level 
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BACTERIAL SPECTRUM OF THE COMMON ANTIBIOTICS 











Organisms Organisms of Organisms 

Commonly Equivocal Commonly 

Sensitive Sensitivity Resistant 
Penicillin Staphylococcus albus Streptococcus 

Staphylococcus aureus fecalis 

B-hem. streptococcus All Gram-neg. 

Gonococcus bacilli 








Streptomycin Gonococcus Staphylococcus Pseudomonas 
B-hem. streptococcus albus 
B. coli Staphylococcus 
aureus 
Streptococcus 
fecalis 
A. aerogenes 
B. alkaligenes 
B. proteus 
Paracolon 
Aureomycin Staphylococcus albus Streptococcus Pseudomonas 
Staphylococcus aureus fecalis B. proteus 
B-hem. streptococcus’ B. alkaligenes 
Gonococcus 
Paracolon 
A. aerogenes 
B. coli 


Chloromycetin Staphylococcus albus _ B. proteus 
Staphylococcus aureus A. aerogenes 
B-hem. streptococcus B. alkaligenes 
Gonococcus 
Paracolon 
Streptococcus fecalis 
. coli 


Pseudomonas 


Polymyxin Pseudomonas Paracolon B. proteus 
B. coli B-hem. 


A. aerogenes streptococcus 





occurs about two hours after injection; the half 
peak at six hours. These investigators found the 
effect of the drug to be cumulative if given at four- 
hour intervals, but safe at twelve-hour intervals. 
The excretion of the drug is primarily renal when 
given intramuscularly, and when the dose does not 
exceed 2.5 mgm/Kg of body weight there appears 
to be no evidence of nephrotoxicity, but above 4 
mgm/Kg of body weight evidences of parenchymal 
damage are noted with the appearance of casts, 
red blood cells and albumin. When administered 
orally the drug cannot be detected in the blood. 


Toxic symptoms are found with the first dose of 
the drug and consist mainly of paresthesias, hypes- 
thesias, dizziness, weakness, and malaise. The 
neurotoxic symptoms continue throughout therapy 
and cease as soon as the drug is discontinued. 


In general, polymyxin appears to be a useful 
adjunct to antibiotic therapy, especially in the 
treatment of pyocyaneus infections, for which we 
have had no really effective measures in the past. 
Further clinical trial appears: indicated before its 
general use may be safely advocated. 


Discussion 


This brief summary has served to emphasize the 
wide variety of antibacterial agents now available 
for the treatment of urinary tract infections. The 
physician might well ask, however, on what basis 
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BACTERIAL SENSITIVITY OF THE COMMON 
ANTIBIOTICS 
Expressed in Micrograms per cubic centimeter 














“Effective Range of - 

Therapeutic §Equivocal Ineffective 

Range Effectiveness Range 
Penicillin 0.01-4.0 4.0-18.0 18.0-above 

















Streptomycin 0.1-12.0 12.0-20.0 20.0-above 
Aureomycin 0.02-0.6 0.6-2.5 2.5-above 
Chloromycetin 3.12-12.5 12.5-50.0 50.0-above 
Polymyxin 0.08-0.60 0.60-12.0 12.0-above 





he should make his choice in the treatment of any 
given case, for antibiotic agents are very expensive, 
especially aureomycin, chloromycetin, and dihydro- 
streptomycin. Unless these substances offer univer- 
sal advantages over less expensive drugs they 
obviously should be withheld in the planning of 
treatment. Experience has shown that each of the 
antibiotics does possess unique advantages in com- 
bating certain strains of organisms which, for- 
tunately, cause relatively few of the infections that 
occur Clinically. Thus the majority will respond 
to inexpensive medications. It is evident then that 
the physician will be well advised to employ one of 
the chemotherapeutic agents by preference when 
treating an acute infection, or embarking on the 
initial trial of therapy in a chronic infection. 

Penicillin is the therapy of choice in most coccal 
infections, except those due to the Streptococcus 
fecalis. It is worthless in the treatment of infections 
caused by Gram-negative bacilli. 


Of the antibiotics suitable for the therapy cf 
Gram-negative bacillary infections resistant to the 
chemotherapeutic agents, aureomycin and chloro- 
mycetin offer the widest range, but both remain 
ineffective against the Pseudomonas group, and 
for the most part do poorly against B. proteus. 
Chloromycetin offers the most effective therapy 
against Streptococcus fecalis. Unlike aureomycin, 
chloromycetin has already shown a tendency to- 
ward the development of resistant strains, a fact 
which may lessen its future value. Streptomycin, 
in addition to its undesirable neurotoxicity, has 
demonstrated an even greater tendency toward the 
accumulation of resistant strains after short periods 
of treatment, and must be considered third choice 
of the three. Polymyxin offers greatest promise in 
the therapy of Pseudomonas infections at the price 
of nephrotoxicity, although it now appears that 
this is far less serious than was originally thought 
if dosage is carefully controlled. 


The practitioner might now say that all of this 
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is very well, but what is the physician to do with 
those patients who show good response with the 
newer antibiotics as predicted by sensitivity tests, 
but who return within short periods of time with 
recurrence of symptoms and pyuria. Every doctor 
who treats urinary tract infections is eventually 
faced with this problem. The author has no pan- 
acea to offer, but some helpful suggestion on the 
basis of past experience might be in order in the 
nature of prevention of this distressing circum- 
stance. , 
The prevention of failure, whether it be initial 
or delayed, is often dependent on the proper respect 
for dosage. To reduce recommended amounts in 
an effort to save expense is poor economy when one 
is combating organisms already resistant to a pre- 
vious trial of another drug. A vigorous therapeutic 
attack is mandatory, using sufficient quantities to 
maintain recommended blood and urine concen- 
trations. Therapy at that level should be required 
until the urine is free from pus and organisms, or 
is negative by culture. Experience demonstrates 
that prolonged therapy following the initial subsi- 
dence of infection will bring about permanent cure 
more often than the shorter courses of therapy pre- 
viously advocated. If the organism is sensitive to 
the antibiotic in use the results of treatment are 
usually noted on urine examination by the third or 
fourth day, but cessation of treatment at this time 
usually results in recurrence within a short interval. 
Usually at least seven days of therapy is recom- 
mended, and in the case of chloromycetin and 
aureomycin, the dosage may then be cut in half 
and continued for an additional week to ten days 
or longer. Dr. R. K. Ratliff has found that satis- 
factory therapeutic results are secured by using 
0.25 gm. of aureomycin 1 to 2 times a day for 
two to three weeks after a therapy of the acute 
phase of prostatic infection, preventing the devel- 
opment of chronic prostatitis. Others have recom- 
mended that a similar program be used in resistant 
urinary tract infections. Dr. V. J. O’Conor has 
suggested a combination of streptomycin and sulfa- 
thaladine or sulfasuxadine in the treatment of 
recurrent lower urinary tract infections in females 
on the assumption that the source of contamina- 
tion is in the bowel, and that following satisfactory 
response with the initial therapy the sulfonamides 
be continued in reduced dosage for an additional 
two to three months. It was felt that this was a 
safe procedure in view of the low rate of absorp- 
tion of the drug, but recent reports indicate that 
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anemia, and/or agranulocytosis may result from 
such a regimen, and should be anticipated by close 
laboratory observations. 

The advantages offered by combinations of drugs 
in the treatment of mixed or single organism infec- 
tions should receive consideration both in the 
therapy of recurrence and as initial treatment. As 
noted, no drug completely covers the entire bac- 
terial spectrum. It is logical to assume that mixed 
coccal and bacillary infections will respond best 
to concommitant use of more than one drug. Thus, 
combinations of penicillin and sulfacetamide are 
more effective than either used singly. In this 
regard, some investigators have pointed out that 
frequently organisms resistant in vitro to either 
of two antibiotics will show susceptibility when the 
two drugs are combined for an additive effect that 
is difficult to explain bacteriologically. This has 
been substantiated clinically in our experience using 
chloromycetin and sulfacetamide. We are now 
experimenting with this and other combinations. 

Other drugs previously proven of benefit by 
clinical experience are still available for use should 
the chemotherapeutic and antibiotic agents fail. 
Hexamethyleneamine or methanamine, commer- 
cially sold as urotropin, depends for its effective- 
ness by reason of the formation of formaldehyde in 
the presence of an acid urine, pH 5.0 or less. It 
is of value in Gram-negative bacillary infections, 
and may be administered in doses of four to five 
grams per day with five to eight grams of am- 
monium chloride to maintain acidity. Therapy 
may be continued for from ten to fourteen days. 
Mandelic acid is also of benefit in the same bac- 
terial range, except Proteus ammoniae, in the 
presence of an acid urine. It may be given in a 
dose of 15 c.c. of the syrup of ammonium mande- 
late four to five times a day with ammonium 
chloride: Methenamine has the disadvantage of 
bladder irritation, mandelic acid often induces 
nausea. Both require a reduced urinary output to 
be effective, a violation of one of the rules of 
therapy in the management of urinary tract infec- 
tions. Recently a combination of the two, Mandel- 
amine, has been introduced, and is recommended 
without acidification of the urine, but it appears 
no more beneficial than either one used singly, 
although side effects are less noticeable. While 
these drugs are much less useful today in treating 
infectiions than the other substances under discus- 
sion, their value should not be overlooked. In 


(Continued on Page 747) 
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Bronchoscopy as an Aid in 
the Diagnosis of 
Chest Lesions 


By Donald S. Bolstad, M.D. 
Detroit, Michigan 


A°® LATE AS 1920 the bronchoscope was con- 
sidered an instrument to be used almost 
solely to remove foreign bodies from within the 
trachea and bronchi. The procedure of bronchos- 
copy was considered a heroic one, attended by con- 
siderable danger and a good deal of local publicity. 

Today, though the bronchoscope still serves this 
valuable purpose and the publicity occasionally 
still is attendant upon its use as such, the percen- 
tage of bronchoscopies performed for the removal 
of foreign bodies is small in comparison with those 
done primarily for diagnosis of lesions in the chest. 

As operators became skilled in the use of the 
bronchoscope in connection with their foreign body 
removals, they began to evidence a curiosity as 
to the appearance of the trachea and bronchi in 
both acute and chronic disease of the chest. Cer- 
tain diseases present rather typical pictures as 
viewed through the bronchoscope, making the pro- 
cedure of tremendous value in arriving at an ac- 
curate diagnosis. Particularly is this true when 
other diagnostic procedures leave the problem un- 
solved. 

The value of bronchoscopy in diagnosis is pri- 
marily dependent upon information obtained by 
direct visualization. However, not all areas of the 
lung are capable of direct inspection. Only the 
main bronchi and portions of the lower lobes’ sec- 
ondary bronchi can be directly visualized, although 
both upper lobe bronchi and the middle lobe ori- 
fice on the right can be seen through the broncho- 
scopic telescope. Secretions coming from the vari- 
ous lobe orifices can be aspirated and examined for 
definitive information. 

Bronchoscopic information should be considered 
a link in the chain of diagnostic procedures. As 
such, it ranks fourth in importance behind clinical 
studies including history and physical examination, 
and roentgen and laboratory studies. Many dis- 
eases of the chest, especially those of a chronic 
nature, defy identification until the bronchoscopist 
is consulted. 





_From the Department of Otolaryngology of the Henry Ford Hos- 
pital, Detroit, Michigan. 
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Bronchoscopy need not be the ordeal it so often 
has been said to be. Most patients are pleasantly 
surprised with the ease of the procedure and do 
not hesitate to say so. When repeated broncho- 
scopic examinations or treatments are necessary, 
patients seldom refuse to submit to the procedure. 


In the adult the examination is done with the 
aid of topical anesthesia only. Almost without ex- 
ception, this method is preferred to a general 
anesthesia because it permits the co-operation of 
the patient during the examination. Children un- 
der the age of five usually can be done without 
anesthesia. Above this age to puberty, ether an- 
esthesia is the agent of choice. 


We cannot all be bronchoscopists, for the pro- 
cedure requires technical skill, and interpretation 
of minor changes requires a highly trained eye. The 
instruments, too, are expensive and a complete 
armamentarium is a luxury few can afford. Every- 
one, however, should be familiar with the indica- 
tions for bronchoscopy and what can be expected 
from the procedure. To familiarize the average 
practitioner with such indications is the purpose of 
this paper rather than to comment on the actual 
use of the bronchoscope. 


Various changes in chest x-rays practically de- 
mand bronchoscopic examination to determine the 
exact nature of the disease causing these changes. 
Any dense, uniform, ‘lobar or unilateral involve- 
ment unaccompanied by acute symptoms is indica- 
tive of a lobar or unilateral atelectasis, and the 
patient lacks a complete work-up until the bron- 
chus leading to that lobe or lung has been examined 
from within. Postoperatively such an x-ray finding 
when accompanied by fever, cough and dyspnea 
may indicate mucus plug in that bronchus, and 
aspiration of this plug clears the way for com- 
plete aeration of the lobe or lung. Most postoper- 
ative pneumonias are in reality atelectatic lobes. 
Such a picture in children, even in the absence 
of previous history, is frequently found to be due 
to an inspirated foreign body, commonly of vege- 
table origin. A vegetable foreign body when not 
removed promptly is commonly responsible for 
the subsequent development of lung abscess or 
bronchiectasis. 


Not infrequently an atelectasis may be caused 
by the presence of a tumor mass, benign or ma- 
lignant, but more commonly the latter. The lesion 
can be identified by direct biopsy. Tuberculosis 
may cause endobronchial ulceration, which sub- 
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sequently scars even to the point of complete 
stenosis. 

A lone lesion, either centrally or peripherally lo- 
cated, might represent any one of several condi- 
tions such as lung abscess, tuberculosis, or malig- 
nancy. Frequently, a bronchoscopy is responsible 
for the difference between neglect and prompt and 
adequate treatment, especially if the lesion could 
easily be interpreted as tuberculous but from which 
no sputum can be obtained. 

Although the lesion itself may not be visualized 
directly, it is frequently possible to obtain secretions 
for laboratory examination consisting of smear, cul- 
ture and guinea pig inoculation, to identify a bac- 
teriological agent, or for a smear to be stained by 
the method of Papanicolaou for malignant cells. 
Many smears have recently proven positive. In 
some of these cases no endobronchial lesion could 
be visualized through the bronchoscope and would 
have been missed without such examination. We 
are employing this means of examination with in- 
creasing frequency. 

Increased bronchovascular markings, especially 
of the lower lobe, may mean the presence of 
bronchiectasis. In younger individuals who can be 
considered as surgical candidates, the identification 
of the bronchi involved can be accurately made by 
bronchoscopy and subsequent lipiodol filling, thus 
making possible a better decision as to operability 
of the lesion. 

We employ bronchoscopy very frequently as a 
preliminary to collapse therapy in the treatment of 
pulmonary tuberculosis, especially pneumothorax 
and phrenic crush. Our experience has shown that 
many cases of unsuccessful pneumothorax were not 
due to adhesions but were caused by endobronchial 
lesions. When this is treated first and cleared, col- 
lapse measures are much more likely to succeed. 
Many unexpandable lungs are thus avoided. 

Any unexplained hemoptysis whether as a single 
occurrence or recurrent may be indicative of malig- 
nancy or bronchiectasis, and bronchoscopy should 
be done promptly unless the blood loss is copious. 

One word of caution here: make sure there is 
not a mitral stenosis! This is not an uncommon 
cause of hemoptysis. 

Persistent cough, whether productive or not, 
persistent wheeze, whether inspiratory or expira- 
tory, or dyspnea, when not explained by physical, 
x-ray and laboratory examination, warrant bron- 
choscopic examination. Cough may be due to 
suppurative disease or to bronchial irritation from 
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tumor. Often other methods of examination fail to 
reveal the exact nature of the disease. Before pre- 
scribing cough mixtures for prolonged periods of 
time, request bronchoscopic examination. 

Wheeze, when not asthmatic, is due to narrow- 
ing of a bronchus by cicatrix, foreign body, or tu- 
mor mass within a bronchus or to pressure on a 
bronchus from without. Unilateral wheeze is espe- 
cially important as a diagnostic sign, even though it 
may’be transmitted weakly to the opposite side, and 
bronchoscopy is indicated to determine the cause. 

Dyspnea, when not cardiac in origin or due to 
detectable pulmonary disease, usually is due to 
bronchial obstruction which may not always be 
apparent on x-ray alone. A check-valve type of 
obstruction may allow air to enter the lung but not 
to escape, thus causing a unilateral emphysema. 
If x-rays are not taken in both inspiration and 
expiration, such a condition might easily be missed. 
This is especially true with foreign bodies in chil- 
dren. 

Contraindications to bronchoscopy fortunately 
are few and for the most part are relative. An- 
eurysm, when.recognized as such, probably is the 
strongest contraindication. Fortunately it is not 
common. 

Severe hypertension or advanced cardiac disease 
might cause serious complications if bronchoscopy 
were done without knowledge of their existence. 
Also, we hesitate to do bronchoscopy for a patient 
with a history of cerebral-vascular accident. 

Acute upper respiratory infection or severe 
hemoptysis may cause one to postpone bronchos- 
copy—the former because of the danger of extend- 
ing the infection, the latter because of the danger 
of aggravation or resumption of the hemoptysis. 
Blood streaked sputum, however, with no frank 
hemoptysis is not a contraindication and need not 
delay the procedure. 

None of these conditions are to be considered 
contraindications when a foreign body is present. 
Bronchoscopy should not be withheld from these 
people under any circumstances, with the possible 
exception of massive hemoptysis, an unlikely com- 
plication. . 

The whole problem of bronchoscopy in its rela- 
tion to diagnosis of pulmonary disease has aptly 
been expressed by Chevalier Jackson: “The intern- 
ist can tap, look and listen; the roentgenologist 
can look through the patient; and if we add the 
bronchoscopist who can inspect the interior of the 
lungs, we have a strong diagnostic team.” 
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Laboratory Methods for the 
Diagnosis of Malignancies 


By W. L. Brosius, M.D. 
Detroit, Michigan 


AMES EWING, M.D., in the Beaumont Foun- 
dation Lecture of the Wayne County Medical 
Society at Detroit in 1931 said, “The results to date 
indicate that no test of definite value has been 
found for advanced cancer, and the study of the 
chemical and physical conditions in advanced can- 
cer indicates that no universal reaction of the 
serum should be regarded as a possibility.” 

F. Homburger, M.D., in a review published in 
Cancer (Vol. 3, Pages 143-172), entitled “Evalua- 
tion of Diagnostic Tests for Cancer,” states: “With 
our present lack of more precise knowledge, it ap- 
pears impossible today to foresee a general test for 
cancer and concentration on specific tests for in- 
dividual types of tumors may be the safer and more 
promising path.” 

Tests in specific types of cancer which are of 
proved value are: ‘ 

A chemical test for alkaptonuria in multiple 
myeloma. 

Enzyme test—Acid phosphatase in prostatic can- 
cer with bone metastasis. 

Hormonal tests in tumors showing sufficient 
maturity to produce hormones. 

Gonadotropin is produced in chorio-epithelioma, 
teratoma testis, and certain other testicular tumors. 

Certain adrenal tumors of the cortex and me- 
dulla may produce hormones. 

Hormonally active pancreatic islet tumors, cer- 
tain thyroid and certain parathyroid tumors. 

The roentgen ray is of value not only for visuali- 
zation, but may be used as a therapeutic test, espe- 
cially in lymphatic tumors. 

Radioactive isotopes, as tracers, are of definite 
value especially I*** in thyroid tumors, and P* in 
actively growing tumors. 

The main reliance in the laboratory diagnosis of 
carcinoma is visual observation backed by experi- 
ence. The surgeon and pathologist should con- 
tinually improve their ability to recognize the gross 
characteristics of malignancy. Biopsy is frequently 
the procedure of choice; small accessible tumors 
and lymph nodes should be removed intact. 

Frozen section has its definite value and also its 
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limitations, which must be recognized by the sur- 
geon and the pathologist. 

The cytopathology of fluids and secretions has 
received much attention since publishing of Papa- 
nicolaou’s studies. 

Enthusiasm for these procedures has been stimu- 
lated by wishful thinking, and the publicity they 
have received in the professional and lay publica- 
tions have had their good effects and also their 
harmful effects. Final evaluation of the procedures 
awaits careful investigation with controls and must 
ultimately come from those who do the tests. 
Reticence on the part of conscientious workers 
should not be interpreted as aversion to the tests. 
The tests are of definite value and have been a 
tremendous stimulus to the study of cytopathology. 

Cancer in situ is a difficult condition to ‘recognize 
with accuracy, and we must learn to determine 
when the epithelial changes so often seen in re- 
sponse to irritation have become irreversible. 

Continued investigation and the use of new tools 
make the outlook in cancer diagnosis brighter. 

Electrophoresis provides methods of chemical 
examination not heretofore possible. 

The electron microscope increases the visual 
range. 

The phase microscope permits the study of living 
tissues. 

Reliance for the present must be on time-tested 
recognition, microscopically, of histopathological 
changes. 

——MsmMs 
THREE-MINUTE MEDICINE 
(Continued from Page 635) 





ever, several large metropolitan papers thought well 
enough of the device to give it prominent editorial 
treatment. Magazine-wise the program received 
attention in such national publications as Hostptal 
Topics, whose treatment is pictured elsewhere in 
THE JOURNAL. Several pharmaceutical manufac- 
turers have used the idea in their house organs 
with Reed & Carnick being the latest to ask for 
editorial copy for their Medical Pocket Quarterly. 

While the “hour glass” campaign was presented 
to all component societies of the Michigan State 
Medical Society in January, some groups have as 
yet not implemented the program within their 
area. In the event a county society desires indi- 
vidual timers for their membership, these may be 
secured by writing the Michigan State Medical 
Society, 2020 Olds Tower, Lansing 8, Michigan. 
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Detroit Physiological Society 


Meeting of March, 1950 


Some Physical Properties of Bone 


F. Gaynor Evans and Mitton LEBow 


Departments of Anatomy and Engineering 
Mechanics, Wayne University 


The behavior of the femur as an elastic body is 
indicated when the bone is vertically loaded in a 
Universal materials-testing machine. The bone 
bends under the load but returns to its previous 
condition when unloaded. “Stresscoat” tests show 
that bending under vertical load produces tensile 
strains in the superior aspect of the neck and the 
lateroanterior aspect of the shaft. To test regional 
strength differences standardized samples of com- 
pacta were cut from the anterior, posterior, medial 
and lateral quadrants of the proximal, middle and 
distal thirds from femurs of 26-year-old and 45- 
year-old Negro female and 64-year-old white male 
cadavers. Similar samples were cut from the 
femur and tibia of a 39-year-old Negro woman 
(amputation). Direct tension tests of these samples 
were made with a strain gage dynamometer and 
the testing machine. Wet and dry samples were 
tested. Samples from the lateral quadrant and the 
middle third of the femur had the highest average 
tensile strength. In the tibia the anterior quadrant 
and proximal third were the strongest. The stress- 
strain curve of the dry samples approximated a 
straight line to failure but that of the wet samples 
deviated from a straight line as the ultimate 
strength was approached. The difference in the 
shape of the stress-strain curve means that the wet 
samples could absorb considerably more energy 
before failing. The average tensile strength varied 
between 12,000 and 20,000 pounds per square inch. 


* * * 
The Reaction of a Crustacean to a Helminth 
Developing within it 
Dominic L. DeGrustT1 


Department of Biology, Wayne University 


The reactions of invertebrate intermediate hosts 
against helminth parasites has been little studied. 
This paper will discuss the reaction of the crusta- 
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cean Hyalella azteca to Leptorhynchoides thecatus 
an acanthocephalan normally developing in this 
crustacean, and Echinorhyncus corregoni, an acan- 
thocephalan believed to develop in nature in the 
amphipod Pontoporeia hoyi, but able to infect and 
begin development in Hyalella azteca. Utilizing 
these different species of acanthocephala in Hyal- 
ella azteca makes it possible to contrast the reaction 
of the host to a normal parsite with that of a para- 
site abnormal to it. 


The visible reaction is cellular. In both species 
of parasite the first reaction occurs as a hyperplasia 
of the intestinal epithelium surrounding the larval 
parasite (acanthor) which is penetrating the intes- 
tinal wall. This reaction fails and the acanthor 
penetrates into the crustacean haemocoele. In the 
haemocoele large amoebocyte cells congregate at 
the site of penetration covering the area and para- 
site with a protoplasmic syncytium formed by coal- 
escing of numbers of amoebocytes. When the 
reaction is successful in overcoming the parasite the 
protoplasmic sheath becomes hardened and forms 
a capsule enclosing the parasite. The parasite then 
degenerates and is absorbed. The acanthocephalan 
normal to the crustacean is able-in most instances 
to outgrow the enveloping sheath. Lowered tem- 
perature favors the cellular reaction. The acantho- 
cephalan abnormal to the crustacean elicits a more 
intense reaction. The parasite is rapidly overcome. 
Only in rare instances does it escape to continue 
development. Complete development in the crusta- 
cean of this species has not as yet been observed. 


* * * 


The Specificity of Antithromboplastic Activity 


Rosert I. McCLaucury 


Department of Physiology and Pharmacology, 
Wayne University College of Medicine 


Tissue extracts containing thromboplastin will 
kill mice when injected intravenously. Intravascu- 
lar thrombin release occurs, which results in the 
formation of disseminated thromboemboli showing 
characteristic differences from the common throm- 


(Continued on Page 750) 
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PREOPERATIVE AND POSTOPERATIVE 
DIABETIC CARE 


T. N. Heenan, M.D. 


Preoperative diabetic care depends on the nature of 
the proposed operation and the condition for which it is 
to be performed. In the case of elective, non-infectious 
surgery the diabetic should be under perfect control and 
this control should be maintained for a few weeks before 
the surgery is done. 

In the case where there is an acute infectious process 
perfect control is usually impossible. Here reasonable 
control should be obtained but the operation should not 
be delayed while futilely trying to control the diabetes. 
Perfect control can always be obtained in a very short 
time after the surgical removal of the infectious process. 

In emergency surgery the diabetic control should be 
started immediately and perfect control obtained as soon 
as possible following the operation. The operation should 
not ordinarily be delayed on account of the diabetes. 


The postoperative diabetic care depends upon: (1) the 
anesthetic given and (2) the nature of the surgery 
performed. 


If the anesthetic is local or is refrigeration anesthesia, 
the dietary and insulin therapy proceed with little or no 
modification as the result of the operation. If an 
infective process has been removed a reduction in insulin 
dosage is frequently necessary. This should be kept in 
mind. 


When spinal or general anesthesia has been given, the 
dict should be governed by the custom of the surgeon 
and the insulin requirement regulated by the amount 
of sugar appearing in the urine except in those cases 
with kidney dysfunction, when blood sugars must be 
utilized. When the patient becomes able to eat normally, 
a weighed dict should be started and control obtained. 

Gastric surgery poses a special problem as does the use 
of intravenous glucose and protein. A knowledge of the 
available glucose in the solutions will provide the key 
to the proper administration of insulin in these cases. 


HEMOCHROMATOSIS 
R. J. Reichling, Jr., M.D. 





Hemochromatosis is a rare condition, less than 600 
cases having been reported, characterized by a triad of, 
(1) marked deposition of iron containing pigments in 
many of the body organs, (2) cirrhosis of the liver, and 
(3) diabetes mellitus. 

It is thought by some authorities to be a hereditary 
disease of metabolism. Others consider the etiology to 
be a vitamin A deficiency with a defect in the intestinal 
mucosa and a resultant increase in the absorption of iron. 
The average age of onset is forty-five to fifty years, 
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the greatest number of cases being in males. The 
complaints are (1) pigmentation of the skin—a 
generalized bronze color, more marked on the exposed 
areas, (2) symptoms of diabetes—polydipsia, polyuria, 
loss of weight and ease of fatigability, (3) symptoms of 
cirrhosis—epigastric pain, swelling of the feet and 
abdomen and loss of appetite, (4) symptoms attributable 
to involvement of the anterior lobe of the pituitary— 
impotence, loss of or change in.texture of the hair and 
atrophy of the testes. 

Physical findings follow the same pattern. There is 
pigmentation of the skin, aesthenia, enlarged liver and 
spleen, changes in or loss of body hair, edema of the 
legs and ascites, atrophy of the testes, areas of ecchymosis, 
and all the other findings of cirrhosis and diabetes. 

Laboratory findings are of the same pattern. There 
is increased prothrombin time, a moderate anemia, an 
increased cephalin floculation and an abnormal brom- 
sulphathalein test. Hyperglycemia and glucosuria are also 
present. The diagnosis is proven by the findings in liver 
and skin biopsy. The skin test of Fishback is also 
conclusive. 

Treatment consists of insulin, high carbohydrate diet, 
vitamins, amino acids and symptomatic medication. The 
prognosis is poor with many patients being insulin- 
resistant. The average length of life is eighteen and a 
half months; however, one patient has lived over thirteen 
years. Death is result of diabetic coma, 50 per cent; 
cirrhosis of the liver, 11 per cent; pneumonia, 10 per 
cent; tuberculosis, 9 per cent, and cancer of the liver, 
7 per cent. 

A case of hemochromatosis with sections of skin and 
liver is now presented. 


DIFFERENTIATION OF CARDIAC EMERGENCIES 
Hugh Stalker, M.D. 


When seeing a patient with medical cardiac emer- 
gency (all other diagnoses having been eliminated in 
this talk) one must observe: 


I. Is the patient breathing with difficulty? 









II. Is he in pain? 


III. Is the pulse rate grossly irregular, unusually 
fast, unusually slow or cannot be felt? 


IV. Is the patient comatose? 


I. If breathing with difficulty 


A. Acute pulmonary edema of cardiac origin 
from 
1. A failing hypertensive heart. 
(a) Aortic insufficiency or stenosis. 
(b) Infarction of left ventricle with 
or without thrombosis. 





JMSMS 











II 


luns 
sam 
dias 
mo} 
will 
sigr 





—2 
sed 
‘ja 


nd 
ble 


r- 


(c) Tight mitral stenosis. 
B. Acute cor pulmonale. 


II. If in pain. 


A. Angina pectoris. 
B. Coronary occlusion. 
C. Cor pulmonale—emboli. 


III. If pulse very fast. 
A. Regular 


1. Paroxysmal auriclular tachycardia. 
2. Paroxysmal ventricular tachycardia. 
3. Auricular flutter. 


B. Irregular 
1. Auricular fibrillation. 


IV. If pulse very slow or patient unconscious. 


A. Stokes-Adams syndrome. 


SIGNIFICANCE OF ISOLATED PULMONARY 
LESIONS 


W. George Belanger, M.D. 


A number of cases of isolated, discrete lesions of the 
lung paranchyma will be presented, and discussion of 
same will be supplemented with slides. The differential 
diagnosis, significance and management of these pul- 
monary lesions, sometimes referred to as “coin lesions,” 
will be covered, with particular emphasis on their 
significance. 


BLEEDING PEPTIC ULCER 
Ralph L. Fisher, M.D. 


Ninety-three consecutives cases of bleeding from the 
upper gastro-intestinal tract have been treated without a 
fatality. Diagnoses were based upon history, x-rays taken 
in this clinic and elsewhere, and follow-up x-rays at later 
dates. Fifty-seven cases of this series have been care- 
fully analyzed as to site of hemorrhage, age and other 
factors. 


Bleeding from the upper gastro-intestinal tract as a 
result of benign ulcers occurs more frequently in men 
than in women. In our series there were forty-two males 
and fifteen females, a ratio of 2.8 to 1. Factors pre- 
cipitating gastro-intestinal hemorrhage are: (1) upper 
respiratory infections; (2) alcoholic beverages; (3) 
emotional disturbances; (4) dietary indiscretions and (5) 
physical exertion and overwork. The period from October 
to March is stated to be the time interval during which 
most hemorrhages from benign ulcer occur. This was 
confirmed in our series. 


Treatment consisted of a modified Sippy regimen and 
large amounts of blood when indicated. Continuous and 
massive blood transfusions are not only life saving but 
nnocuous. 


It is the opinion of the author from his experience 
with this series of cases that acute bleeding from peptic 
ilcer is essentially a medical problem. Surgery should be 
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considered only after the bleeding has ceased and then 
in cases who are either over sixty years of age or have 
had two or three episodes of hemorrhage. 





THE MANAGEMENT OF THE IRRITABLE COLON 
Richard C. Connelly, M.D. 


Our present concept of the irritable colon is one in 
which there is a dysfunction of the colon due to derange- 
ment of the autonomic nervous system. Evidence of 
imbalance of the vegetative nervous system affecting 
other portions of the gastro-intestinal tract, the cardio- 
vascular system, the skin and sweat glands add weight to 
this diagnosis. 

Before beginning treatment great care must be exer- 
cised to rule out organic disease which might produce 
the same or similar symptoms and physical findings as 
irritability of the colon. Therefore it is of utmost 
importance to take a careful history and make a complete 
physical examination including digital rectal examination 
and sigmoidoscopy. Roentgen study of the entire gastro- 
intestinal tract should follow. Unfortunately these 
examinations too frequently reveal unsuspected anal 
stenosis, rectocele, polyposis or carcinoma. 

Factors which may add to or influence irritability of 
the colon are anaemia, hypoproteinemia, avitaminosis, 
hyperthyroidism, hypothyroidism, menopause, fatigue, 
nervous tension, psychic disturbance, bad habits of living 
and lack of knowledge of the functions of the gastro- 
intestinal tract. 

Recognition of these factors by the physician and 
correction of them by the patient upon the advice and 
with the sympathetic understanding and encouragement 
of his physician will in many cases meet with success. 

The tendency to irritability of the colon seems to be 
inherent in the bodies of certain individuals. 

Exposure to the inciting factors above mentioned may 
cause a recurrence of the condition. 





LOWER NEPHRON NEPHROSIS 
William R. Flora, M.D. 
The Nephron 


1. Renal corpuscle. 

2. Proximal segment—proximal convoluted tubule. 

3. Intermediate segment—thin loop of Henle. 

4. Lower segment—thick limb Henle, distal con- 
voluted tubule. 

5. Collecting tubule—excretory duct—not part of 
nephron. 


Etiology 


1. Severe muscle trauma. 

Non-traumatic muscular ischemia. 
Burns. 

Incompatible transfusions. 

Toxemia of prognancy. 

Heat stroke. 

Drugs. 

Vegetable poisons and chemical agents. 
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Clinical Manifestations 


1. Rapid, progressive renal insufficiency. 

Shock (trauma, burns). 

Hemolysis. 

Urine and laboratory findings reflect renal in- 
sufficiency. 

Hypertension. 

Edema. 

Uremia. 

Mortality very high (eighth to tenth days critical 
period). 


- ~~ 
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Pathological Changes 
Microscopic 
1. Degeneration and necrosis of distal segment. 
2. Edema and cellular reaction about tubules. 
3. Hemecasts in lower segments. 
4. Slight or no change in glomerulus or proximal 
segments. 


Functional Disturbances Due to 


1. Heme compounds. 
2. Toxic substances. 
3. Renal Ischemia—anoxia. 


Cause of Oliguria 


1. Shutdown of renal circulation. 
2. Obstruction of tubules. 
3. Unselective reabsorption of glomerular filtrate. 


Treatment 


1. Reduce formation and absorption of toxins— 
pressure bandages. 


2. Restore circulatory volume and pressure. 
3. Alkalization. 

4. Fluids. 

. 


Supportive treatment as required. 





MODERN TRENDS IN SURGERY OF THE COLON 
Donald N. Sweeny, Jr., M.D. 


The surgical management of colon lesions has kept 
pace with the general advances made in surgery in recent 
years. There are many factors which can be credited 
with the lower morbidity, and mortality and the 
increased operability and curability. Among these con- 
tributions are (1) a more sound understanding of surgical 
physiology in the preparation of patients both pre- 
operatively and postoperatively; (2) earlier diagnosis 
offered by new x-ray and pathology techniques; (3) 
better anesthesia; (4) improved surgical technique; and 
(5) chemotherapeutic management. A revival] of interest 
in rectal operations which preserve the anal sphincter 
is a two-edged sword and only considerable experience 
can evaluate these procedures. “The young surgeon, in 
comparing his results with those of surgeons of the pre- 
vious decade, should be a little charitable when he adds 
up one by one the many things that have altered the 
picture in surgery of the large bowel.” 
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MULTIPLE PRIMARY MALIGNANCIES, 
INCLUDING THE LARGE BOWEL 


J. F. Wenzel, M.D. 


In a personal series of fifty-eight consecutive private 
patients operated for malignancy of the large bowel, 
forty-eight (83 per cent) were resected. Of these, three 
(6 per cent) had primary malignancy elsewhere in the 
body—lip, cervix and breast; six (12 per cent) had 
metastases to other organs; sixteen (33 per cent) had 
neighboring polyps of the large bowel and ten (62 per 
cent) of these polyps were also malignant. 

An attack of cancer confers no immunity. Certain 
systems are carcinogenic, or susceptible to cancer. Once 
cancer has invaded one system in the body, all systems 
must be checked periodically thereafter. 





INDICATIONS FOR CHOLECYSTOSTOMY AND A 
SIMPLE SURGICAL TECHNIQUE 


James Blain, M.D. 


Historical Data 


1. Van der Wiel, in 1687, credited with performing 
the first operation on a living patient. 

2. The first premeditated operative procedure on the 
gall bladder was done by Jean Louis Petit in 1743. 

3. Two-stage cholecystostomy suggested by Thudichum 
in 1859. 

4. J. S. Bobbs, an American surgeon, in 1867 
accidentally performed a one-stage operation but 
thought he had opened an ovarian cyst. 

5. In 1878 J. Marion Sims and Kocher performed 
deliberately a cholecystostomy in one stage. Sims’ 
patient died. 

6. In 1882 Carl Longenbuch performed the first re- 

corded cholecystectomy. 


Definition 
The word cholecystostomy was coined by J. Marion 
Sims from three Greek words meaning bile, cyst, 
and mouth or incision. It is defined as an artificial 
fistula of the gall bladder connecting the latter with 
the outside of the body. 


Indications for cholecystostomy 


1. Elderly patients with acute cholecystitis. 

2. In patients who are poor surgical risks, who have 
cholelithiasis. 

3. An acute cholecystitis with marked inflammatory 

edema of the gastrohepatic omentum preventing 

accurate dissection of the common duct, cystic 

duct and cystic vessels. 

Acute cholecystitis with gangrene. 

Pericholecystic abscess. 

Rupture of the gall bladder. 

Any type of gallbladder pathology with associated 

pathology of the common-bile duct which cannot 

be carried out at time of operation. It may be 

necessary at a second operation to utilize the gall- 

bladder to perform a cholecysto-enterostomy. 

Review of some of the recent published reports on 
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acute cholecystitis with special reference to the surgical 
procedures used and the mortality rate. 

Review of early or delayed operation in cases of acute 
cholecystitis. 

Presentation of a simple surgical technique of chole- 
cystostomy using a Foley catheter. 


Advantages 


1. Simplicity in execution in that it avoids invagina- 
tion of a thickened, inflamed gallbladder. 
Prevents leakage of bile around catheter. 
Controls intra-luminal gallbladder hemorrhage. 
Because of the tight fit of the Foley balloon, 
cholangiographic evidence of the biliary tree can be 
obtained to determine if it is structurally normal. 
The resistance of the sphincter of Oddi may be 
measured. 
Presentation of a typical case of acute cholecystitis with 
use of Foley catheter showing cholangiograms demon- 
strating the entire biliary tree. 





THE MANAGEMENT OF PROLONGED LABOR 
Robert G. Swanson, M.D. 


Labor is usually considered prolonged when its duration 
extends beyond twenty-four hours. Approximately 4 
per cent to 5 per cent of all cases fall in this category. 

Too often there is misconception as to the time of 
onset of labor. Certain definite criteria are necessary to 
establish this diagnosis. 

The causes of prolonged labor fall into the general 
classification of primary and secondary uterine inertia. 
An accurate evaluation of the etiology of each individual 
case is mandatory in evolving an immediate and long- 
range program of management. 

In general, the management of prolonged labor calls 
for general supportive measures and on _ occasions 
operative interference that is correctly timed and properly 
chosen. Age and parity are important considerations in 
this matter. 

Factors to be carefully considered in supportive 
measures include fluid balance, nutrition, anemia, and 
infection. The judicious choice of sedation at planned 
intervals is of paramount importance. The fractional 
administration of oxytocics are valuable in proper 
dosages. Their administration should always be per- 
sonally supervised by an attending physician. 

Under good management, the maternal risk in pro- 
longed labor may not be too great. However, it should 
be born in mind that fetal risk by contrast is definitely 
increased as labor lengthens. 





CONGENITAL ABSENCE OF VAGINA: CASE 
REPORT 


Galen B. Ohmart, M.D. 


Congenital absence of the vagina is a very rare con- 
dition. It is the result of some anomaly early in em- 
bryonic development. 

The vagina, uterus and tubes arise in the embryo 
from the muellerian ducts. The vagina is formed by 
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the fusion of the lower portions of the two muellerian 
ducts with absorption later of the septum between them. 
The uterus is similarly formed from the middle portion 
and the tubes are formed from the upper portion of the 
muellerian ducts with no fusion ever taking place. 

The ovaries arise from a portion of the wolffian body 
on each side, and are in close proximity to the muellerian 
ducts. 

Frequently associated with congenital absence of the 
vagina is some displacement, malformation or absence 
of a kidney. 

A patient with congenital absence of the vagina has 
normal breasts and normal external genitalia. 

Miss M. A., aged eighteen, consulted me, complaining 
of attacks of pain in the lower abdomen. She gave a 
history of never having menstruated. Examination re- 
vealed a patient with normal breasts and normal external 
genitalia, but with a complete absence of the vagina. An 
intravenous pyelogram on this patient revealed an absence 
of the right kidney. Cystoscopic examination revealed 
an absence of a right ureteral orifice. 

An artificial vagina was constructed in this case by the 
Baldwin method in which a loop of small intestine was 
used to form the vagina with quite satisfactory results. 





HYPERTHYROIDISM IN CHILDREN 
Ira G. Downer, M.D. 


Hyperthyroidism in children is a rare disease, and 
diagnosis is not made early, often in spite of the fact 
that symptoms are essentially the same as in the adult. 
The hyperfunctioning gland in the child is always a 
smooth, firm, and diffuse hypertrophy, symmetrically 
enlarged, and produces the picture of exophthalmic goiter. 
The disease may be severe but crises are not seen so 
often. Diagnosis must be made largely on history and 
clinical findings as the laboratory findings are not de- 
pendable. Because of the failure of thiouracil and 
related drugs to produce permanent remissions, the un- 
certain results of x-ray therapy, and the dangers 
associated with the use of radio-active iodine, subtotal 
thyroidectomy remains the treatment of choice in the 
child. Preoperative treatment is very important and the 
use of iodine is quicker and safer than the thiourea 
derivative. 

Case report is that of an unusually severe case of 
exophthalmic goiter in a~young girl who had a subtotal 
thyroidectomy with complete recovery. 

Lantern slides. 





CHANGES IN THE OCULAR FUNDI OF 
PREMATURE INFANTS 


Cecil W. Lepard, M.D. 


A new group of blind individuals is being added to 
our present list as the result of proliferative changes in 
the ocular fundi of premature infants. The condition 
is known ag retrolental fibroplasia and occurs usually in 
infants whose birth weight is 3 pounds or less. Earliest 
stages occur in the retina and consist of congestion and 
hemangiomatous dilation of the retinal veins. Later a 
grayish edema and swelling of the retina at its anterior 
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border appear. From the optic nervehead a leash of 
vessels proliferaate forward to the swollen retina and 
then the fibrosis of the anterior vitreous begins. If this 
continues, a complete disc of white fibrous and somewhat 
vascular tissue results. This lies just behind the posterior 
lens capsule. At this stage, upon dilating the pupils one 
notes a light grayish membrane with blood vessels cutting 
off all view of the fundus. Except for hemangiomas of 
the skin, other evidence of disease is not present for uveal 
tissue alone seem to be vulnerable. 

As might be expected, intensive studies have been 
made to determine cause and treatment. At the present 
time, vitamin E requirements in these infants seem 
greater than available E. Recommendations are re- 
ductions in vitamin A and iron and supplying alpha 
tocopherol in the diet. Results under this change have 
been encouraging. 





MENSTRUAL TOXIN 
Joseph A. Kasper, M.D. 


In 1920, Bela Schick delivered a lecture in which he 
referred to an observation that cut flowers which were 
handled by a menstruating woman wilted rapidly. He 
expressed the opinion that menstruation might be a toxic 
phenomenon and quoted the Bible: Leviticus XV, 19-25. 
Being impressed by this possibility, Macht and Lubin 
conducted phytopharmacologic experiments, employing 
seedlings of Lupinus albus, a leguminous plant, grown in 
hydroponic solution. In 1923 they demonstrated that 
there is in the blood serum, blood plasma, saliva, sweat 
and other secretions of menstruating women a toxic 
substance which markedly inhibits root growth of these 
seedlings and produces a deleterious effect upon their 
protoplasm. 

Olive W. Smith (1940) studied menstrual discharge 
with the idea that the “bleeding factor” responsible for 
the onset of menstruation, if it existed, must originate 
locally and might be present in this material. Using 
immature male rats (19 to 21 days old) she demon- 
strated that the discharge was highly toxic. It was found 
that 0.05 to 0.2 c.c. of the whole discharge for one 
period of young women with regular cycles was a fairly 
uniform M.L.D., causing death of the animals within 48 
hours of a single subcutaneous injection. Later it could 
be shown that the greatest toxicity appeared to be in 
specimens collected early, when flow was scanty, and 
the least in specimens obtained when the bleeding was 
profuse. It was then discovered that the toxicity was 
directly proportional to the amount of endometrial 
debris; specimens collected during scanty flow at the 
start of menstruation containing the greatest proportional 
amounts of debris. 

The pathological effect of menstrual toxin upon the 
immature rat was shown to be one of generalized tissue 
damage and pronounced vaso-constriction. 

Macht notes that dermatoses are among the commonest 
lesions noted in connection with catamenia. These skin 
lesions include furunculosis, acne rosacea, herpes 
labialis, herpes zoster, urticaria, various forms of eczema, 
subcutaneous hemorrhage, erythema multiforme, ery- 
thema nodosum and localized patches of edema. 
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From Smith’s more recent studies of the circulating 
blood of normal women at the time of menstruation it 
was found that it contains, in its euglobulin fraction, 
fibrinolytic and pyrogenic activity (the latter, as tested 
on rabbits). The same properties were also found in 
the venous blood of pregnant women suffering from late 
pregnancy toxemia. 





CANCER OF THE PARANASAL SINUSES 
Bruce Proctor, M.D. 


Cancer of the paranasal sinuses comprises about 3 per 
cent of cancer of the upper respiratory and alimentary 
tracts. The reported five year cure rate of cancer in 
this region is appallingly low chiefly because these cases 
come to the otolaryngologist in an advanced stage of the 
disease. The medical profession as a whole should 
become familiar with the symptomatology, the diagnostic 
features, the clinical course and the general program of 
treatment in cancer of this region so that he can give 
intelligent advice to the patient and his family. 

The initial symptom is usually swelling of the cheek, 
alveolar ridge, palate, orbital floor or bridge of the nose. 
Nasal obstruction and a bloody nasal discharge are 
common. Pain is usually absent unless sepsis appears. 
X-ray studies of the paranasal sinuses reveal erosion of 
bony walls. Metastases rarely occur. Death usually 
results from local tension of the disease, sepsis and 
hemorrhage. 

Radiation therapy alone invaribly produces serious 
sequellae from radiation necrosis of bone and associated 
suppuration which eventually requires surgical drainage. 
Our best results are obtained with immediate surgical 
exploration and radical surgical excision of the involved 
structures. If, on exploration, complete surgical excision 
is not possible then adequate drainage should be pro- 
vided and an anatomical avenue created for the possible 
insertion of radium into the center of the involved area. 
Residual deformaties may later be: corrected with 
prosthesis or operative reconstruction (“plastic”) pro- 
cedures. 

The experience encountered in eighteen cases will be 
reviewed. 





SIGNIFICANT LESIONS OF THE ORAL CAVITY 
Gordon R. Maitland, M.D. 


This presentation includes lesions frequently seen in 
the oral cavity. Slides will be shown of soft and hard 
tissue involvement. The advantage of early diagnosis 
and treatment will be discussed. 





ETIOLOGY OF BRONCHIAL ASTHMA 
Leo H. Bartemeier, M.D. 


Although William Osler classified bronchial asthma as 
a neurotic affection thirty-three years ago, the etiology 
of this disorder has not been satisfactorily explained. The 
contributions of psychiatry and psychoanalysis to the 
investigation of this problem are presented. 
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A Simple Threefold Voluntary Program 


The American Medical Profession shares one belief 
with the “Fair Deal” Administration. We believe that 
every citizen is entitled to opportunity to protect him- 
self from the economic catastrophe of serious illness. 
But understanding ends right there, for we believe that 
compulsory Federal distribution of medical care is ab- 
solutely incompatible with American Democracy. Our 
answer to the “planning” of the Federal empire-builders 
is a broad base of voluntary, privately sponsored hospi- 
talization and medical service insurance; Michigan Med- 
ical Service may well prove to be the most important 
single measure proposed by our profession in the fight 
against political medicine. 

Every dootor of medicine is aware that American 
standards of general medical care and professional skill 
are the highest in the world today. We know that this 
standard will be impossible if medical care becomes a 
political commodity for “free” distribution—in exchange 
for higher taxes and more votes. But we also know 
that this standard can be even higher, and the economic 
catastrophe of serious illness avoided in every case, with 
a simple threefold voluntary program: 

(1) extension, with the encouragement of state legis- 
lation and of education, of voluntary hospital-medical 
service and insurance programs for the protection of the 
responsible majority of the public; 

(2) sufficient expansion with state funds of medical 
school. facilities to meet the needs of our increasing 
population; 

(3) normal continuation of present state and local 
facilities for care of the medically indigent, who will 
always be with us. 

The Blue Shield medical care protection of Michigan 
Medical Service, in conjunction with Blue Cross hos- 
pitalization service, is active proof that this program 
can be both feasible and adequate. The practicality and 
popularity of this coverage are evident in its continuing 
expansion and the many similar programs springing up 
in other states. It can accomplish, when expanded to 
its proper limits in conjunction with other private in- 
surance plans, a basic third of a sound and inexpensive 
program of medical protection, without Federal regi- 
mentation, or more taxation or “something for nothing” 
nonsense. 

It is noteworthy that the medical profession has pro- 
posed no hastily “planned” monstrosity but rather an 
expansion of existing facilities fashioned during years 
of operating experience. . 
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President, Michigan State Medical Society 
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ADRENOCORTICOTROPIC HORMONE 
(ACTH) AND CORTISONE 


"WE AS a profession, are just about to experi- 
ence the greatest advance in medical ther- 

apy in history.” 
That was the introductory remark by O. C. 
Furstenberg, M.D., Dean of the Medical School 
of the University of Michigan, introducing Jerome 


Conn, M.D., to a medical group recently in Ann 
Arbor. 


Dr. Conn is one of the research workers who is 
studying the effects of cortisone and adrenocortico- 
tropic hormone. ACTH (Adrenocorticotropic hor- 
mone) is a hormone extracted from pituitary glands 
and has as its function the stimulation of secretions 
from the adrenal gland, one of the products of 
which is cortisone or a cortisone-like compound. 
ACTH is a pure protein hormone which has been 
crystallized, and if every particle of it from the 
pituitary glands in the meat industry were re- 
covered, it would not be sufficient for one day’s 
treatment of the rheumatoid arthritis cases now 
begging for treatment. At present ACTH is impos- 
sible to reproduce synthetically, but cortisone, a 
steroid hormone, is now being synthesized from a 
basic material found in ox bile. 


The recent great advances in medical therapy, 
the chemotherapeutic substances and the antibiotics 
act against the invading organism which produces 
disease in the body, but cortisone seems to stimu- 
late the body not to overcome infection, but to 
withstand its effects. ACTH and cortisone will 
apparently abolish clinical evidence of illness in a 
pneumonia patient with septicemia. The patient 
appears to be well, but the germs are circulating in 
the blood in great numbers. When the ACTH is 
stopped the patient again manifests the classical 
clinical signs of septicemia. 


Researches on exactly what happens are going 
forward rapidly, and so we will probably learn 
many of nature’s secrets, which so far have baffled 
us. 

Cortisone was first mentioned in connection with 
its dramatic relief of rheumatoid arthritis, stopping 
the pain and joint inflamation within three of four 
days and allowing these patients to walk almost 
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normally. It is not a cure, because when the drug 
is withdrawn the patient goes right back to his 
original state. Cortisone has been used in many of 
the other collagen diseases with the same success 
Its use in allergies is just as dramatic. Virus pneu- 
monias and other virus hepatites respond. Polio- 
myelitis is now being studied intensively. Cortisone 
stops fibroblastic growth and dissolves fibroblastic 
tissue. Therefore, it impedes healing following 
surgery. 

Cortisone is produced naturally when the pitui- 
tary is stimulated to release natural ACTH. Condi- 
tions which will produce bodily reactions, such as, 
shock, or a surgical operation, stimulate the defense 
mechanism of adrenal glands and produce corti- 
sone. The reaction from this cortisone, naturally 
produced, is now understood to be the cause for 
the impeded healing recognized by surgeons for the 
first three days following surgery. This endogenous 
production of cortisone has not been appreciated, 
but has frequently been accomplished through our 
use of foreign proteins—typhoid vaccines, etc., in 
the treatment of various conditions such as iritis. 


Cortisone gives apparent relief in a host of clini- 
cal abnormalities including Graves’s disease, gout, 
acute glomerular nephritis within a very few days, 
but ACTH and cortisone are potentially harmful 
and should not be used over long periods of time. 
They are known to produce diabetes mellitus, 
hypertension, and various other disturbances long 
known to occur in Cushing’s Syndrome. They can- 
not be used with diabetic persons. In such cases 
under control with insulin, complete insulin resist- 
tance may occur, and all of the sugar ingested as 
carbohydrate plus that from protein metabolism 
may be recovered in the urine. 


Researchers are now attempting to break down 
ACTH into simpler compounds and still retain its 
activity, and with some hope of success. The 
whole field of ACTH therapy is dependent upon 
stimulation of the adrenal cortex. Where adrenal 
function has disappeared, ACTH will not help. 
There is also evidence that personality disorders 
may respond to this treatment the same as they do 
to electric shock or the other shock therapies used 
in psychiatry. 


A new field of medicine is developing. It is 
already the greatest advance in history. From 
studies being made, the future holds untold hopes. 
It is probably fortunate that the present supply of 
these drugs is so limited because their use carries 
such tremendous responsibility. They must be 
studied by trained research workers for a consider- 
able time before they dare be made available for 
general use. The benefits are miraculous, but the 
whole story, including complications, has not yet 
been learned. 

Dr. Conn was extremely enthusiastic about these 
new materials and especially about the new under- 
standing of the functions of the body and its 
response to stimulus, but he cautioned against the 
premature use of these new remedies. 


THE ROAD TO SOCIALISM 


A SMALL GROUP of socialists in England in 
1883 organized what they called the Fabian 
Society. It was their ambition to bring socialism 
to England but they knew it must be done by 
devious ways, not openly. They agreed never to 
use the term socialism, but to join or to foster any 
organization or movement which would promote 
socialist policies or welfare policies under other 
names. 

This society became the political planning ma- 
chine. It decided against state ownership of land 
and industry, but proposed state ownership of the 
great basic functions—electric power, transporta- 
tion, basic metals—the balance of the economic 
system to be left in private hands, but under plans 
made by the state. To control the minds of the 
working class, society members entered the labor 
unions and formed what later became the great 
Labor Party. The Liberal Party was one of the 
dominant parties, so the Labor Party co-operated 
with them until they dominated the party. They 
agreed they must penetrate and capture the instru- 
mentalities of public opinion and information—the 
writers, churchmen, the schools. They succeeded. 


The Liberal Party came to power in 1905 under 
Herbert Asquith and Lloyd George. In 1914, the 
Labor Party had representatives in the British 
cabinet. Four years later, they were the official 
opposition party, having replaced the Liberal 
Party. 

Their program has gone constantly forward, 
until now a socialist government controls England. 
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The progress has been by infiltration, by advocating 
one welfare measure or one government control 
after another. 


The British Fabian Society took advantage of 
the immense value of social reform in accustoming 
the citizens to look to the government for the cor- 
rection of all their ills. Such, in brief, is the history 
of the socialist movement in England. 


This whole program was accomplished in Eng- 
land bit by bit, by stealth, without the people 
being aware that the country was being socialized! 


We have no Fabian Society in America, but for 
many years we have had ECONOMIC PLAN- 
NERS. We have had men who abhor the term 
“socialism” but who advocate constantly the bene- 
fits to be secured through a welfare state—-who talk 
security for old age to be guaranteed by govern- 
ment. 


The American nation was built upon the plan 
that the individual, through his own efforts, could 
provide for his present livelihood and his future 
well-being. The Social Economic Planners coun- 
terpart of the British Fabians, entered politics and 
chose the Democratic Party many years ago. We 
have all seen the “progressive measures” which 
changed the old States Rights Democratic Party 
into a national planning and control New Deal 
Party. People were taught to spend rather than 
save, to look to government for aid and help—to 
have “security” guaranteed to them. Finally, our 
Social Security act was placed upon the statute 
books, supposed to provide for the well-being of 
our working people who could no longer provide 
for themselves. 


One of the first so-called benefits advocated by 
the Economic Planners was socialized medicine. 
They abhor the term “socialized medicine,” as they 
abhor the term “socialism,” but their program is 
socialized medicine, the same as their well-estab- 
lished agricultural program is socialized agricul- 
ture. The movement succeeded in Britain; the 
movement bids well to succeed in America. 


If you are interested, and you should be inter- 
ested, obtain immediately and read with attention 
“The Road Ahead”* by John T. Flynn, recently 
abstracted in Reader’s Digest. There is so little 
time to save what is left of free Americanism. This 
bit-by-bit legislation with socialistic compulsion 
must be stopped. 





*The Committee for Constitutional Government, Incorporated, 2/5 
East 42nd Street, New York, N. Y. 





': JMSMS 











MIC¢ 


prou 
men 
beer 
but 
und 
Ir 
own 


effo: 


pris 
anc 
pec 
serv 
able 
the 
inst 
fail 
the 


con 


ant 


the 
be 

pri 
lab 
ass’ 
nes 
the 
att 


pri 


cal 
for 
no 
pe 
th: 


cating 
ontrol 


ge of 
ming 
2 cor- 
story 


Eng- 
eo ple 
lized! 


ut for 
LAN- 

term 
bene- 
o talk 
vern- 


plan 
could 
uture 
coun- 
s and 
. We 
vhich 
Party 
Deal 
than 
p—to 
, our 
atute 
ag of 
ovide 


-d by 
icine. 
: they 
1m. is 
stab- 
ricul- 
- the 


nter- 
ntion 
ently 
little 
This 


sion 


— 
nh 
So 














MICHIGAN’S BLUE SHIELD— 


if heron MICHIGAN State Medical Society, 
through the Council and THE JouRNAL, is 
proud to celebrate the first ten years of achieve- 
ment of Michigan Medical Service. Progress has 
been truly great. Had it not been for this youthful 
but stalwart bulwark for Americanism, we would 
undoubtedly have been submerged by this time. 


In America, we are still free—still masters of our 
own destiny—thanks to a united and concerted 
effort. 


Michigan Medical Service was a pioneer enter- 
prise. Other than indemnity companies, no insur- 
ance company dared ten years ago to enter the 
peculiar field of offering voluntary prepaid health 
service because actuarial information was not avail- 
able. Now, however, after a decade of leadership, 
the field is wide open and is being covered by many 
insurance companies. They do not have to fear 
failure on account of unknown risks. Now we and 
they have to guard only against being too over- 
confident. 


The threat of socialized medicine is our greatest 
antagonist and one we must all join in opposing. 


Many of our doctors tell us we have stood off 
the threat and can now-rest. The awakening will 
be sad if because of our overconfidence we lose our 
private way of life. Some of our people, especially 
labor groups, have been demanding “security” and 
assurance of health service in case of serious ill- 
ness. Michigan Medical Service was our answer to 
that demand. The success of this program was 
attested by our continued independent and private 
practice. 

The reports contained in this number of THE 
JouRNAL are proof of united effort. But the politi- 
cal picture now demands continual and more uni- 
form co-operation. We must extend our voluntary 
non-profit service plan to cover 75 per cent of our 
people instead of 25 per cent. When we have done 
that, the threat to our security will be ably met. 


PREPAREDNESS 


 » sainieepamiar ns more than any similar group of 

citizens, should appreciate the need of being 
ready for emergencies that may never occur. One 
may never have to do an emergency tracheotomy, 
but if the need for one arises there is no valid 
excuse that can be presented to the public for 
not knowing how. : 
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MEMORIAM 





Patrick Liam Ledwidge, 
M.D., was born May 18, 
1890 in Pinckney, Michigan, 
and was graduated from the 
Wayne University College of 
Medicine in 1920. He was 
a member of the Staff at 
Harper Hospital, Detroit, 
until the time of his death, 
had served for five years 
as Speaker of the Michigan State Medical So- 
ciety House of Delegates, and in 1949 was Presi- 
dent of the State Medical Society. Doctor Led- 
widge was also a member of the Wayne County 
Medical Society, the American Medical Associa- 
tion, the American College of Physicians and the 
Detroit Academy of Medicine. He had been ill 
since September, 1949, and died April 15, 1950. 

As expressed in the Bulletin of the Muskegon 
County Medical Society, “His death means more 
than that we have lost one of our past presidents. 
Pat was that rare type of individual, who while 
not blessed with great physical attributes, was a 
veritable giant in his infectious enthusiasm. He was 
one of those individuals to whom the gift of lead- 
ership was given in generous quantities. When im- 
portant tasks were at hand, when tact and patience 
were a necessity, when a stout heart and ready 
wits were required, he could be counted on. Or- 
ganized medicine has lost one of its most valuable 
members.” 





God willing, Michigan may never have to experi- 
ence atomic bombing or other catastrophes. But 
if such disasters should occur, an informed medical 
profession is the first line of civil defense. No 
amount of second guessing would satisfy the people 
of Michigan if we were unprepared. 

We would hazard a guess that not one per cent 
of Michigan physicians have any more than a 
rudimentary knowledge of the treatment of atomic 
casualties. It is doubtful that any physician knows 
whether there are sufficient surgical supplies, dress- 
ings, narcotics, Penicillin, blood and plasma easily 
available to care for a major emergency. We know 
of no hospital that has an emergency expansion 


(Continued on Page 728) 
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Michigan Medical Service 


Officers and Directors 
1949 - 1950 





R. L. Novy, M.D. W. Haucuey, M.D. P. L. Lepcwince, M.D.* Watpo_ I. Sropparp 
President Vice President Secretary Treasurer 





K. Bascocx, M.D. R. H. Baker, M.D. - E. D. Barnett, M.D. E. C. Baumcarten, M.D. 








Harry BEcKER L. M. Bocart, M.D. A. S. Brunx, M.D. 





(*Deceased) 


E. I. Carr, M.D. 
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(Above) 


(Center) 


Meeting of Michigan Medical Service Board of Di- 
rectors and Staff, Hotel Statler, March 29, 1950. 


Three original Board members still serving and the 


The First 
Ten Years 


ICHIGAN MEDICAL SERVICE was ten years old 
March 1, 1950. By way of celebrating its tenth an- 
niversary it paid $9,604,199 in medical and surgical bills 
for its subscribers in 1949. The total it had paid for services 
rendered its subscribers during the ten years of its ex- 
istence stood, as of February 28, 1950, at $41,109,863.15. 
To the 1,544,697 members of Michigan’s Blue Shield 
Plan—approximately one-fifth of the State’s population— 
these figures are significant. The nearly $10,000,000 in 
medical-surgical services they had received during 1949 
cost no family more than $3.25 a month. 
These figures are no less significant to 85 per cent of 
the state’s doctors who are participating doctors in the 
Blue Shield program. 


In concrete terms these figures tell the success 
story of an idea developed by the Michigan State 
Medical Society. 


The origins of Michigan Medical Service go 























President. Left to right: Wilfrid Haughey, M.D., Vice 
President of Michigan Medical Service; R. L. Novy, 
M.D., President of Michigan Medical Service; Philip 
Riley, M.D., and A. S. Brunk, M.D. 


(Below) 
Henry S. Hosmer was the first Detroit employe hired 
by Michigan Medical Service. He started on March 1, 
1940, as chief accountant, a position he still holds. 
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back to studies and efforts begun in the early 
1930’s by various County Medical Societies as well 
as the MSMS. 


In Detroit, as early as 1933, the Wayne County 
Medical Society headquarters became the co-ordi- 
nating center for a plan that provided both medical 
and hospital care on an installment payment basis. 
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Worked out by Dr. Ralph H. Pino, of Detroit, the 
plan made it possible for patients to pay for their 
hospital and medical care at the Society head- 
quarters. The Society in turn distributed the money 
it received to each co-operating doctor and hos- 
pital. 


The Michigan State Medical Society in 1931 
published a survey on the cost of medical care in 
Michigan with a proposed prepayment voluntary 
mutual health service. Immediately thereafter a 
Committee of the Calhoun County Medical Society 
worked out a program to be put into effect in Cal- 
houn County offering the public prepaid medical 
and hospital care service—a complete coverage, 
home, office and hospital. The date for its inaugu- 
ration had been set and everything was ready to 
proceed when they were visted by an official from 
headquarters saying that our plan would violate 
the State Insurance Laws and could not be used. 


Another Committee got to work and evolved a 
plan which later was turned over to the Council 
of the Michigan State Medical Society, and which 
was part of the foundation upon which Michigan 
Medical Service and Michigan Hospital Service 
were evolved; at about this same time Washtenaw 
County Medical Society made similar studies in- 
volving further research as to cost and utilization. 


Experience gained from these early efforts led 
to the final decision to organize a state-wide pre- 
payment plan. Various studies, which included an 
examination of the British Panel System by repre- 
sentatives sent to England for that purpose, en- 
couraged the same decision. 


On January 8, 1939, the House of Delegates of 
the Michigan Medical Society, meeting in Detroit, 
directed The Council to organize a voluntary, 
group medical care plan. 


Less than two months later, on March 23, 1939, 
the Group Medical Care Enabling Bill, House Bill 
No. 215, was passed by the Michigan House of 
Representatives by a vote of 78 to 5. 


The Council formulated the Michigan plan and 
presented it to the House of Delegates on Septem- 
ber 18, 1939, in Grand Rapids. The delegates ap- 
proved the plan by the record vote of 102 to 1. 

On March 1, 1940, Michigan Medical Service 


began operations. 


As it happened, no actuarial data was available 
‘or the program. Michigan Medical Service began 
by providing complete medical care, including 


Jung, 1950 











THE FIRST TEN YEARS 


medical services in the patient’s home and the doc- 
tor’s office as well as at the hospital. The cost for 
full family protection was set at $4.50 a month, a 
figure that seemed adequate and safe. 


It was soon discovered, however, that the family 
premium of $4.50 a month provided revenue that 
barely covered half the actual cost of the medical- 
surgical services rendered the members. On top 
of that, despite the half-cost figure, public interest 
was negligible. 


On the other hand, there was pressure from the 
public for protection against the cost of major ill- 
ness, and in response Michigan Medical Service 
developed a program for surgical care in hospital 
cases. 


By 1942, with continuing public apathy toward 
the complete medical care program, this original 





MICHIGAN STATE MEDICAL SOCIETY 
2020 OLDS TOWER 
LANSING, MICHIGAN 


Michi Medical. Service 


TO THE DOCTORS OF MICHIGAN: 


The House of Delegates of the Michigan State Medical Society, on 
January 8, 1939, in Detroit, directed The Council to organize a vol- 
untary, group medical care plan. 


After months of careful deliberation, including thorough studies 
of voluntary medical service plans in various parts of this and other 
countries, The Council formulated and completed the Michigan plan, and 
again presented it to the MSMS House of Delegates on September 18, 1939 
in Grand Rapids. The delegates approved the plan by a record vote of 
102 to 1. 


Since September, The Council and the Board of Directors of Mich- 
igan Medical Service have arranged all details and are now ready to 
inaugurate this important program which will be under the control of 
the medical profession. 


The Board of Directors respectfully presents, herewith, the 
details of Michigan Medical Service, which is now ready for your 
participation. 


The Board desires to begin actual operation of Michigan Medical 
Service by February first, and trusts that you will sign the enclosed 
application promptly and return to Michigan Medical Service, 2014 Olds 
Tower, Lansing. Members of the State Society are exempt from payment 
of the five dollar application fee, chargeable to non-members. 


Thank you for your early response which will enable you to parti- 
cipate in the inauguration of your own voluntary group medical care 
plan. 

Fraternally yours, 


MICHIGAN STATE MEDICAL SOCIETY 


GRR Hany Party 


Secretary Chairman of The Council 


1940—Michigan’s doctors were officially notified of 
the establishment of Michigan Medical Service in the 
February, 1940, issue of The Journal of the Michigan 
State Medical Society. 
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1942-1944—-Condition of Michigan Medical Service, after 1941 losses, made it necessary to prorate final pay- 
ments to doctors. Balances were paid off during 1944. Typical check to J. D. Miller, M.D., Grand Rapids, Coun- 
cilor for Fifth District, covers supplemental payment of 20 per cent for services rendered in 1942. 


program was discontinued. In the meantime, more 
than 350,000 persons had been enrolled for the 


surgical protection. 


Within a few years it became apparent that 
although the people took no interest in a program 
covering doctor’s services in his office and in the 
patient’s home, they did want medical care pro- 
tection in hospital cases. Michigan Medical Serv- 
ice consequently developed added protection of 
this type. 


On September 1, 1948, all Michigan Medical 
Service certificates were liberalized to provide 
surgical care in doctors’ offices and hospital out- 





1945—Michigan Medical Service repays Michigan 
State Medical Society $17,544.45, loaned by the latter 
to cover original organizational and legal expenses. R. 
L. Novy, M.D., President of Michigan Medical Service, 
hands check to A. S. Brunk, M.D., Treasurer of Michigan 
State Medical Society. 
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patient departments where the established Blue 
Shield fee is $20.00 or more. A year later the 
medical-surgical certificates were liberalized, in- 
creasing the number of days of care in the hospital 
from 30 to 120 a year. An exception was made for 
tuberculosis, nervous and mental conditions, which 
continue to be limited to 30 days of care per cer- 
tificate year. 


The first few years of Michigan Medical Service’s 
existence were, financially, lean years. Because 
there had been no actuarial data upon which rates 
could be based, the organization reached a defi- 
cit of $504,000 in 1942. Changes in procedures 
and two changes in rates, however, gradually liqui- 
dated the deficit, and by 1944 Michigan Medical 
Service began to recoup its financial position. 


The year of 1949 saw an unpredictable utiliza- 
tion of the surgical benefits—an utilization which 
had been rapidly increasing since 1947—and in the 
spring of 1950 another rate increase was necessary. 


Michigan’s Blue Shield Plan operates as a com- 
panion organization to Michigan Hospital Service, 
the Blue Cross Plan, and until recently was com- 
monly known within the state of Michigan as 
“Blue Cross” rather than “Blue Shield.” 


Subscribers to both plans are enrolled simul- 
taneously, and enrollment programs are mutually 
developed. The majority of the subscribers to Blue 
Cross-Blue Shield are industrial and business em- 
ployes, enrolled as groups at their places of em- 
ployment. Other programs include the enrollment 
of farmers through their Farm Bureaus, Granges, 
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farmer co-operatives and the Farm Security Ad- 
ministration. A program for enrollment of pro- 
fessional people is handled through professional 
organizations such as the Michigan State Bar, 
Michigan State Medical Society, the Michigan 
State Dental Society, and others. 


A program of community enrollment makes the 
two services available to the self-employed and 
others who do not belong to established groups. 


The existence of Michigan Medical Service has 
provided a convenient means for meeting the needs 
of veterans with service-connected disabilities. In 
Michigan thousands of veterans have been per- 
mitted to go to their own physicians rather than 
to a veterans’ facility for examinations or treat- 
ments. Michigan Medical Service pays the doctors 
for these cases just as it makes payment for serv- 
ices provided to regular subscribers, and in turn, 
is reimbursed by the Veterans Administration. This 
system has not only helped relieve the great pres- 
sure on veterans’ facilities, but has also made it 
easier for many veterans to receive needed care. 


From March, 1946, to February 28, 1950, Michi- 


1946—General Paul R. Hawley, MC, then Chief Medi- 
cal Director of Veterans Administration, and R. L. Novy, 
M.D., President of Michigan Medical Service, sign con- 
tract establishing Veterans Administration department. 


gan Medical Service paid $3,912,270.53 for medical 


and surgical services given veterans. 


___ 1948—Michigan Medical Service, in 1948, won a special Blue Shield Commission award for being the first Blue 
Shield Plan to enroll one million members. Left to right, shown presenting the award at the Annual Blue Shield 
Conference, French Lick, Indiana: Paul R. Hawley, M.D., then Chief Executive Office, Blue Cross-Blue Shield 
Vommissions, R. L. Novy, M.D., President of Michigan Medical Service, L. Howard Schriver, M.D., President of 
Blue Shield Medical Care Plans, and Jay Ketchum, Executive Vice President, Michigan Medical Service. 


June, 1950 
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1949—Looking confidently ahead, Michigan Medical Service on April 1, 1949, bought the Burnham-Stoepel 
Building, Beaubien and East Jefferson, for its future home. MMS expects to occupy the building jointly with 
Michigan Hospital Service after April, 1953, when the leases of the present tenants will expire. Situated at the 
east end of the contemplated Civic Waterfront Development, the building consists of five stories and a basement 
and has 132,546 square feet of floor space. 
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In Retrospect 


Changing Attitude of the Medical Profession 


By R. L. Novy, M.D., President 
Michigan Medical Service 


Detroit, Michigan 


SNe FOLLOWING excerpts have been taken 

from proceedings of annual meetings of the 
House of Delegates of the Michigan State Medical 
Society, annual meetings of the Corporation of 
Michigan Medical Service and THE JouURNAL of 
the Michigan State Medical Society from 1939 to 
1950: 


1939 


“The House of Delegates of the Michigan State 
Medical Society in special session approved the 
principles of voluntary group hospitalization and 
voluntary group medical service. It authorized The 
Council to proceed with development of detailed 
plans consistent with the adopted principles. 


“Group Hospitalization, now in vogue in several 
states, allows a subscriber to purchase a given num- 
ber of days of hospital services (exclusive of any 
professional services) for a moderate premium pay- 
ment. 

“Group Medical Service, an entirely new proce- 
dure, enables a subscriber to purchase units of 
medical service, such units to include all the serv- 
ices rendered by Doctors of Medicine in all the 
specialties. 

“The action of the House of Delegates calls upon 
The Council to develop its plans in co-operation 
with the Michigan Hospital Association, labor, 
industry, agriculture, religious and educational 
groups, community councils and other interested 
groups. It is recognized as a joint responsibility of 
both the community and the medical profession to 
bring adequate hospital and medical services within 
the reach of the low-income group of the com- 
munity. 

“The medical profession is asked to recognize 
the importance of the adoption of the broad basic 
principles and to bear in mind that the develop- 
ment of the minute details is of lesser importance. 
in the development of details the interests of the 
patient and of the medical profession will at all 
times be guarded. Since The Council of the Michi- 
gan State Medical Society represents in a demo- 
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cratic manner the forty-two hundred members of 
the State Society, the latter’s interests and views 
will be reflected in all deliberations.” 

“Mr. Speaker, I move that The Council be em- 
powered to complete the present plan entitled 
‘Michigan Medical Service’ and that The Council 
also be empowered to put this plan into opera- 
tion. :.. 

“TI think most of us have been reluctant to har- 
ness the profession with a fixed fee schedule that 
will very likely become public property in a com- 
paratively short period of time, and if there were 
some way that could be devised whereby we could 
get around that particular difficulty, I am quite 
certain that much of our reluctance in entering 
into this sort of plan could be eliminated.” 

(Motion was seconded) 

“The Speaker: We are going to vote and if you 
are not satisfied, forever hold your peace.” 

(The question was put and the motion carried. 
Applause ) 

“On November 30, 1939, the Council transferred 
the task of inaugurating the medical service plan 
to the Board of Directors of Michigan Medical 
Service.” 


1940 


On August 31, 1940, there were 67,449 sub- 
scribers enrolled. 

“The Society agreed to furnish working capital 
of $10,000.00 to Michigan Medical Service, and 
have also advanced $6,760.68 additional for organi- 
zation expense. This total of $6,760.68 is to be 
repaid to the Society when, as and if the earnings 
of Michigan Medical Service are sufficient.” 

“Efforts on the part of lay groups through 
mutual benefit associations, co-operatives, trade 
unions, fraternal societies, and insurance companies 
to provide a method of paying for medical services 
on an insurance basis have not met the public de- 
mand for a medical service plan. 

“Tn Europe, the activities of lay-organized medi- 
cal insurance plans led to government health insur- 
ance which compulsorily enrolled the public and 
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left the lay organizations in control of the provision 
of benefits, including medical services. As a result 
in many countries, after sickness insurance systems 
had been established by law, the medical profession 
has now set about organizing voluntary medical 
plans in an effort to remedy the difficulties under 
lay-controlled systems for the provision of medical 
benefits. 

“Fortunately in America in at least fifteen states 
the medical societies themselves have taken the 
initiative to organize medical service plans both as 
an antidote to commercial or governmental sys- 
tems and to make certain that a professionally-con- 
trolled medical service organization will arrange 
for the provision of medical benefits.” 

“Within a period of six weeks, almost 60 per 
cent of Michigan’s doctors of medicine have re- 
turned their Applications for Registration with 
Michigan Medical Service as an indication of their 
willingness to participate and provide services to 
subscribers.” 


1941 


“The House went into Executive Session, and 
subsequently adopted the Report of the Reference 
Committee, re The Council Reports and also the 
St. Clair County Medical Society Resolution and 
the Genesee County Medical Society Resolution 
concerning dissolution of Michigan Medical Serv- 
ice. 

“The House, as a whole, considered the Genesee 
County Medical Society Resolution concerning 
income limits of Michigan Medical Service, and 
referred this Resolution to the membership of 
Michigan Medical Service. 

“The House, as a whole, considered the Genesee 
County Medical Society Resolution concerning 
limitation of presentation of Michigan Medical 
Service in certain counties, and adopted a motion 
that this Resolution be tabled. 

“The House, as a whole, considered the Genesee 
County Medical Society Resolution concerning 
supervision of Michigan Medical Service in individ- 
ual counties, and adopted a motion that this Reso- 
lution be tabled. 

“The House, as a whole, considered the Resolu- 
tion concerning a study by Michigan Medical Serv- 
ice of a limited liability certificate, amended the 
Resolution, and adopted it as follows: 

“Whereas, Michigan Medical Service is a move- 
ment of national significance and of great sociologi- 
cal value, and 
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“Whereas, Michigan Medical Service was ex- 
pected to go through a period of stress and strain, 
and 

“Whereas, It now appears that new and different 
approaches may be used to make the service plan 
even more workable, 

“Therefore, Be It Resolved, That the House of 
Delegates of the Michigan State Medical Society, 
representing the physicians of Michigan, recom- 
mend that Michigan Medical Service study (for 
comparative purposes) such new approaches as 
might be generally described as ‘limited liability’ 
service contracts and place same into operation if 
and when deemed advisable.” 

“The House, as a whole, considered the Resolu- 
tion concerning personnel of Michigan Medical 
Service, and adopted it. 

“Thereafter, the House of Delegates arose from 
Executive Session.” 


1942 


“Can we afford to entirely abandon the idea of 
Michigan Medical Service, or should we modify it? 
These are questions that must be answered by this 
House of Delegates. Let’s have frank and friendly 
discussion right here in open meeting, so that when 
this 77th session is over, regardless of what decisions 
shall have been reached, peace and harmony be- 
tween the various members and groups of members 
of our splendid State Medical Society shall again 
prevail. 

“The enrollment of Michigan Medical Service 
was 422,403 as of July 1, 1942. A total of 3,543 
doctors of medicine are registered with the corpora- 
tion to supply service to subscribers. Services have 
been provided in more than 78,152 cases, and pay- 
ments in the amount of $2,488,811.45 have been 
paid to doctors for these services. More complete 
data and financial reports will be presented to the 
members of Michigan Medical Service at its meet- 
ing tomorrow (September 22, 1942).” 

“We feel we should not be dictated to as to the 
fees we charge our patients by a House of Dele- 
gates, either acting here or in session as Michigan 
Medical Service, representing medical men, x-ray 
men, hospital physicians, and so forth, who are not 
doing much of any, if any, surgery. We feel they 
should not try to decide for us, in these large indus- 
trial counties where eighty per cent or more of our 
patients are in this insured group, what we have 
to accept. We don’t consider that as fair. 

“The early, original concept of Michigan Medi- 
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MICHIGAN MEDICAL SERVICE 


PERCENTAGE OF INCOME USED FOR OPERATING 
EXPENSES, PAYMENTS TO DOCTORS AND RESERVES 


YEARS 1940 THRU 1949 


IN RETROSPECT 


a 











Operating Payments to 

Year Earned Income Expenses Doctors Gain or Loss * 

1940 $ 363,438.12 $ 79,488.96 $ 253,303.00 $ 30, 646.16 

1941 1, 110,302.10 172,073.80 1,059,048. 17 120,819.87 Dr. 4 

1942 2, 455,552.38 378,293.54 2,573,110.82 495,851.98 Dr. : 

1943 3,367,290. 86 393,766.17 2,720,071.45 253,453.24 

1944 4,517,774.26 515,921.69 3,475,263.35 526,589.22 

1945 5,420,350.85 610,907.47 4,308,285.18 501, 158.20 

1946 6,424, 966.57 748,961.92 5, 119,848.80 556, 155.85 5 

1947 7, 861,842.69 859,970.75 6,744, 145.04 257,726.90 

1948 9,028,492.77 1,061 ,839.00 7, 536,643.74 430,010.03 

1949 11,836,621.39 1,420,581.91 11, 108,083.18 692,043.70 Dr. 

* These figures present the increase or decrease in reserves by years. . 
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cal Service was to take care of the low income 
group. I feel that $2000 and $2500 is comfortable 
income, and not low income... . 

“Now, this is not an effort, as we have been 
accused of trying to kill or get rid of Michigan 
Medical Service. We are merely trying to get back 
to the basic principles. If there is a definite demand 
for it, it will go on and exist, or it will fail if there 
is no demand for it. 

“You don’t know, and I don’t know, whether it 
is possible to carry on Michigan Medical Service 
on a $1500 and $1200 income group, because it 
has never been tried. I will grant you that the 
$2000 and $2500 limit was established by the 
House of Delegates. It is our mistake. Let’s 
rectify it. 

“. . . Can’t we get back to running the State 
Medical Society and get out of the insurance 
business? 

“The full Medical Service Plan must be written 
with very adequate safeguards and controls and 
must be written at a rate which at the present time 
I do not believe the public is ready to pay. This 
may come; it will come through gradual education 
and through a more limited plan—surgical; surgi- 
cal and medical in the hospital; until ultimately 
the public desires full medical coverage. 

“We listen to the increase in the rising cost for 
labor; listen to increase in everything else. Where’s 
the increase in our wages? We have been produc- 
ing; we hear that there was an increase in the 
policy payment but we haven’t seen that there was 
an increase in the payment to the doctors. 

“Motion as amended that the Board of Directors 
be instructed to completely and absolutely divorce 
Michigan Medical Service from any participation 
or association directly or indirectly with Michigan 
Hospital Service, consistent with sound actuarial 
procedure.” 


1943 


“Resolved, That the House of Delegates of the 
Michigan State Medical Society does hereby in- 
struct and require those members of the Michigan 
State Medical Society who constitute a majority 
of the Directors of the Michigan Medical Service 
to, individually and collectively, immediately take 
such steps as are necessary to change the Michigan 
Medical Service from a type of service organization 
to a medical insurance corporation; whereby in- 
demnities may be paid directly to the patient 
policyholder on a partial indemnity basis and not 
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paid as direct subsidy to the physicians of the State 
of Michigan. 

“Resolved that it is the sense of the House of 
Delegates of the Michigan State Medical Society, 
at their annual meeting in Detroit, September 20, 
1943, that Michigan Medical Service shall cease 
and desist from paying any further monies or 
equivalent thereof to any practitioner other than 
legally licensed and registered Doctors of Medicine, 
and further be it 

“Resolved That those members of the Michigan 
State Medical Society who are Directors of the 
Michigan Medical Service and who constitute a 
majority of the Directors thereof, are hereby in- 
structed and required, individually and collectively, 
to take such action as Directors of Michigan Medi- 
cal Service, as to fully comply with the above in- 
structions of the House of Delegates of the Michi- 
gan State Medical Society.” 

“Now, if it is the price of the continuation of 
the Michigan Medical Service that we pay osteo- 
paths and others, let’s note in the early days of the 
Michigan Medical Service, the principles under 
which it was established were sacrificed to that 
expediency. Such is always the demand of busi- 
ness. 


1944 


“A special committee was appointed by the 
Council to study and report on this proposal to 
limit Michigan Medical Service to Doctors of 
Medicine. 

“If this Resolution were adopted, it would put 
Michigan Medical Service out of business. Michi- 
gan’s successful program of group medical care 
cannot survive if such peremptory action is taken 
at this time. The problem outlined in the Resolu- 
tion was not created by Michigan Medical Service; 
it represents an ever-increasing growth over the 
years, that is a problem of medicine, for the pro- 
fession to solve. If you desire Michigan Medical 
Service, which is our only telling answer to federal- 
ization and regimentation, to continue as your 
bulwark, this resolution should be tabled and in 
its place specific authority to test the legal rights of 
certain practitioners—the test to be timed for the 
most propitious moment—should be granted The 
Council. 


1945 


Uniform Fee Schedule for Governmental Agen- 
cies. 
“The Special Committee appointed to develop 
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this proposed fee schedule met on September 9 and 
reviewed 25,000 items in 121 individual fee sched- 
ules submitted by county medical societies, hospi- 
tal staffs, and specialty societies of the State. The 
Special Committee arrived at a Uniform Fee 


Schedule for Governmental Agencies which it feels 
is fair to all parties concerned: first, the patient, 
second, the doctor of medicine who renders the 
service or commodity, and, third, the officials re- 
sponsible for providing medical care to wards of 
government and to indigents. 


“The Council recommends that the House of 
Delegates adopt the Uniform Fee Schedule for 
Governmental Agencies, subject to its final ap- 
proval by the Special Committee which shall review 
and adjust any controversial items within the next 
thirty days; and that the House of Delegates 
authorize The Council to declare the Uniform Fee 
Schedule for Governmental Agencies in effect and 
operative upon receipt and approval by The Coun- 
cil of the final report of the Special Committee.” 


“Resolved, That the House of Delegates of the 
Michigan State Medical Society urgently request 
every doctor of medicine in this state to recognize 
the values to his patients and to himself of Michi- 
gan Medical Service, that every physician endorse 
the service and become a subscriber (policy owner) 
thereof, and further, that every practitioner of 
medicine constantly spread the word concerning 
the advantages of the voluntary, medical-society- 
sponsored program of group medical care to all his 
patients, friends and acquaintances, to the end that 
the protection of Michigan Medical Service is 
available to all persons in this State, thus obviating 
any desire or need for bureaucratic medicine.” 


Uniform Fee Schedule for Governmental Agen- 
cies. 


“This involves a step in a changed attitude of the 
profession. . . . The Council recognized that the 
changing times are such that recognition of the 
problem of wards of government is imperative. . . . 
lhe returning veteran is the outstanding example 
of a ward of government.” 


“When the Council entered into this activity 
vhich Dr. Novy headed up, it realized that there 
vere certain governmental categories of people 
ho were and would be thrust upon you without 
\our having anything to say about their determina- 
tion. It is not a question of indigency. It was not 
a question of any one group. It is a question of 
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all of these governmental categories which are 
growing rapidly.” 

“It is either a question of accepting this fee 
schedule, which is infinitely better than anything 
that is in vogue in any of these categories, or turn- 
ing it down and still having your categories, wheth- 
er you like them or not, and taking the inadequate, 
paltry fees that are given. 

“It is a question of raising to a decent level the 
fees for these groups that are going to exist. We 
have no control over the setting up and the estab- 
lishment of government categories. It is not just an 
indigent category. It is any category that is paid 
for by some governmental agency. 

“It has nothing to do with our private practice. 
It has nothing to do with anything in our private 
way of doing business. It is for the groups that 
we must treat, whose economic determination is 
made by somebody else, and who are with us 
whether we like it or not. So it is a question of 
getting a more adequate fee for those people for 
whom the government is going to pay the bill, or 
say we will throw down the schedule of fees and 
will accept what these governmental people will 
give us, which is always below cost. 

“That explains, I believe, the attitude of The 
Council in trying to arrive at something more 
equitable for these established groups which we are 
bound to have.” 

“Resolved, That the component and district 
medical societies in this state, and the individual 
members thereof, be urged to assume the important 
duty of integrating the American Medical Associa- 
tion Program in their own areas so far as it applies 
to them, and that each component society be re- 
quested to reserve time at one of its early meetings 
for an analysis of the Fourteen Points in the Ameri- 


can Medical Association’s Constructive Program 
for Medical Care.” 


1946 


Resolutions on Medical Care of Veterans 

“Whereas, The Veterans Administration of the 
United States, through its medical director, Gen. 
Paul R. Hawley, has expressed need for assistance 
and has repeatedly requested aid of organized medi- 
cine in providing medical care for veterans; and 

“Whereas, The Michigan Medical Service, an 
organization founded and sponsored by the Michi- 
gan Medical Society as a medium of affording the 
people of Michigan voluntary low cost medical 
care of good quality; and 
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“Whereas, The medical care to be furnished 


through Michigan Medical Service is to be 
rendered by physicians freely chosen by the individ- 
ual patient; and 
“Whereas, The physicians so rendering medical 
care are to be compensated on a fee for service basis 


| and to be paid directly by Michigan Medical 


Service; and 
“Whereas, Michigan Medical Service has entered 
into a contract with the Veterans Administration 


| for the care of veterans in the state of Michigan 


suffering from service connected disability; and 


“Whereas, The arrangement not only provides 


| the Michigan veterans with good quality medical 


service for service connected disability with choice 


of home town doctor of medicine but as well pro- 


vides the American public generally with a demon- 
stration of the willingness and ability to provide a 
practical workable answer to this and _ similar 
problems of provisions of medical care without 
compulsory means or political controls and is pro- 
ductive of good public relations for the medical 


profession as evidenced in Colliers May 11, 1946, 


and condensed in the Reader’s Digest July, 1946, 
therefore be it 

“Resolved, That the House of Delegates recom- 
mend the Michigan or similar plans for the medical 
care of veterans to the various state associations 
and urge them to adopt plans so that good medical 
care be furnished to the veteran in his house com- 
munity by the physician of his choice; and be it 
further 

“Resolved, That the House of Delegates instruct 
The Council on Medical Service and Public Rela- 
tions to use its influence and facilities to the states 
and Veterans Administration in the formulation 
and activation of these plans.” 

“Whereas, The Michigan Medical Service and 
the Michigan Hospital Service, jointly, known to 
the public as the Michigan Blue Cross Plan, is the 
largest voluntary organization offering a prepay- 
ment medical and hospital insurance service in the 
United States and includes over one-fourth of all 
subscribers to such plans in the United States, and 

“Whereas, The Michigan Medical Service and 
Michigan Hospital Service, the Michigan Plan, be- 

iuse of its size and the publication of its activities, 

s become a recognized leader of such plans by the 
public, and 

Whereas, Any failure or division in the Michi- 
ai Plan at this time could only encourage and 
perhaps promote the passage of Federal Social 
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Legislation, to the detriment of the health of the 
people of this nation, and therefore becomes of 
paramount importance to every doctor in Michi- 
gan, therefore, be it 

“Resolved, That every effort be made to further 
the successful mutual co-operation of Michigan 
Medical Service and Michigan Hospital Service.” 

(Adopted) 


1947 


Definition of Medical Services in MHS Contract. 

“Whereas, the services of the pathologist, roent- 
genologist, anesthesiologist and physical therapist 
are medical services, and 

“Whereas, Michigan Hospital Service wrong- 
fully offers two of these services (pathology and 
anesthesiology) to the public as benefits under 
hospitalization insurance policies, and 

“Whereas, Michigan Hospital Service, the Blue 
Cross plan covering the State of Michigan has 
failed to discontinue this practice and has in fact 
encouraged the practice of one of these specialties 
(anesthesiology) by laymen, and 

“Whereas, the House of Delegates of the Ameri- 
can Medical Association has gone on record as 
strongly disapproving this practice of encroach- 
ment; therefore, be it 

“Resolved, That the Medical Society of the State 
of Michigan, through its House of Delegates, re- 
affirms its disapproval of this practice; and be it 
further 

“Resolved, That this House of Delegates instruct 
our representatives on the Board of Trustees of the 
Michigan Hospital Service to oppose this encroach- 
ment on the private practice of medicine; and be 
it further 

“Resolved, that the Secretary of the Michigan 
State Medical Society be instructed to notify each 
county medical society of this action, and advise 
the medical boards and individual members thereof 
of the importance of establishing in their hospitals 
the principle that the practice of pathology, roent- 
genology, anesthesiology and physical therapy is 
the practice of medicine and not a hospital service ; 
and that the hospital board of directors be asked to 
discontinue the inclusion of these medical services 
in any contract for hospital services.” 


1948 


Speaker’s Address: | 

“We have the largest Blue Shield enrollment in . 
the nation, but we still cover only one-sixth of the 
people under Michigan Medical Service. 
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“The dangers that threaten the free practice of 
medicine in this country are fast becoming critical, 
and still we delay in uniting in decisive action to 
meet them. 

“We have thus far done no more than fight a 
series of rear-guard actions with small unorganized 
and unco-ordinated groups. I know of no more 
certain road to disastrous defeat.” 

President-Elect’s Address: 

“By the simple fact that the doctors of this 
country have shown real interest in the welfare of 
the patient, and have developed, and put into 
operation, our Blue Cross-Blue Shield Plans for 
taking care of costly illness, we have repeatedly 
postponed the possibility of the implementation 
of political medicine. 

“In doing so, we, as a medical profession, have 
accepted a great public trust, one which is national 
in scope. To justify this public trust, there still 
remain many things to be done. We must tell the 
people about Blue Cross-Blue Shield, pointing out 
its many advantages over compulsory schemes for 
providing medical care and commercially devel- 
oped plans. It is imperative that a much greater 
enrollment of subscribers be obtained in the very 
near future. There must be a closer association 
between state plans with the development of a 
uniform policy for the large industrial purchaser. 
Greater efforts must be put forth to sell our own 
doctors on the ideology and advantages of Blue 
Cross-Blue Shield; they must become participating 
And, finally, the American Medical 
Association must be urged to put forth greater 
energy in support of these plans.” 


physicians. 


“Union leaders insist that none of the existing 
plans are satisfactory because they do not give the 
worker complete sickness protection. Should we, 
as a medical profession, attempt to develop a medi- 
cal care plan which is more acceptable to the 
union? Such plans would involve higher income 
limitations, possibly $4,000 increased costs to the 
worker and employer, and consequent increased 
payments to physicians, possibly 50 per cent above 
the present fee schedule. This requires considerable 
study, especially in view of the fact that the ulti- 
mate objective of union officials is a compulsory 
governmental tax-supported system of medical 
care. 
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“There was considerable discussion regarding a 
proposed Blue Cross-Blue Shield Association and 
Blue Cross-Blue Shield Health Service, Inc. The 
subject of expanding the present Blue Cross Com- 
mission and expanding Associated Medical Care 
Plans Commissions (Blue Shield) has been under 
consideration for some time. The problem of 
furnishing a uniform contract to national employ- 
ers has also been under consideration for many 
years. Blue Cross-Blue Shield Association and Blue 
Cross-Blue Shield Health Service, Inc., pamphlets 
were furnished all the members of the corporation. 
After considerable discussion, on motion made 
these matters were tabled, leaving it in the hands 
of the Board of Directors.” 
















1949 


“The Committee reviewed the report contained 
in the Supplemental Report of The Council hav- 
ing to do with certain changes to be recommended 
by the House of Delegates to the Michigan Medical 
Service. The Committee approved the report, and 
recommends the adoption of the following recom- 
mendation: 













‘(a) That the income limits in the Michigan 
Medical Service policy be increased to $5,000. 

‘(b) That the schedule of fees or benefits paid 
by Michigan Medical Service be increased approxi- 
mately 40 per cent. 


‘(c) That Michigan Medical Service provide 
that all hospital services of physicians, both medi- 
cal and surgical, be included as benefits. 

‘(d) That Michigan Medical Service continue 


all the present forms of contracts affecting the 
p g 
$2,500 income limits.’ ” 


(The motion was severally seconded, was put to 
a vote and carried unanimously.) 


On January 16, 1950, the Council authorized a 
survey to determine fees for a $5,000 contract. 
Michigan State Medical Society Fee Schedule 
Committee met on March 19, 1950. The Michigan 
Medical Service Board of Directors, on March 29, 
referred the matter back to the Medical Advisory 
Committee. The Medical Advisory Committee met 
on Sunday, April 16, from 10:00 a.m., until 8:35 
p.m.; the Committee to again meet Sunday, May 
21, and report to the Board June 7, 1950. 




























‘ding af 
nm and& 


>. The 
; Com. 
1 Care 


under 


em of 
mploy- 
many 


d Blue 


aphiets F 


ration, 
made 
hands 


tained 
il hav- 
ended 
[edical 
‘t, and 
‘ecom- 


chigan 
90. 
Ss paid 


proxi- 


rovide 
medi- 


atinue 
g the 


put to 


ized a 
itract. 
edule 
higan 
th 29, 
visory 
e met 
8:35 
May 














p.m 


MICHIGAN STATE MEDICAL SOCIETY 


The 85th Annual Session 
and Postgraduate Conference 














O. O. Becx, M.D. W. E. Barstow, M.D. R. H. Baxer, M.D. 
Birmingham St. Louis Pontiac 
Council Chairman President . Speaker 








liberations. 





L. FERNALD Foster, M.D. Attest: 
Bay City 
Secretary 





OFFICIAL CALL 


The Michigan State Medical Society 
will convene in Annual Session in De- 
troit, Michigan, on September 18, 19, 
20, 21, 22, 1950. The provisions of 
the Constitution and By-Laws and the 
Official Program will govern the de- 


W. E. Barstow, M.D. 
President 


O. O. Becx, M.D. 
Council Chairman 


R. H. Baker, M.D. 
Speaker 


J. E. Livesay, M.D. 
Vice Speaker 


L. FERNALD Foster, M.D. 
Secretary 





J. E. Livesay, M.D. 
Flint 
Vice Speaker 








TWO-DAY SESSION OF HOUSE OF DELEGATES, SEPTEMBER 18-19, 1950 


The 1950 House of Delegates of the Michigan State 


Medical Society will hold a two-day session beginning 
Monday, September 18, at 10:00 a.m. The business of the 
‘ouse of Delegates will be transacted in the Book- 


idillac Hotel, Detroit. 
The House will also meet Monday at 8:00 p.m. and 
Tuesday, September 21, at 10:00 a.m. and at 8:00 


The intervals between meetings of the House of Dele- 


cates have been spaced to permit the Reference Com- 
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mittees ample time to transact all business referred to 
them. 


Seating of Delegates 


“Any Delegate-Elect not present to be seated at the 
hour of call of the first meeting may be replaced by the 
accredited Alternate next on the list as certified by the 
Secretary of the component County Society involved.”— 
MSMS By-Laws, Chapter 8, Section 6. 
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1866—*C. M. Stockwell, Port Huron 
1867—*J. H. Jerome, Saginaw 
1868—*Wm. H. DeCamp, Grand Rapids 
1869—* Richard Inglis, Detroit 
1870—*I. H. Bartholomew, Lansing 
1871—*H. O. Hitchcock, Kalamazoo 
1872—*Alonzo B. Palmer, Ann Arbor 
1873—*E. W. Jenk, Detroit 
1874—*R. C. Kedzie, Lansing 
1875—*Wm. Brodie, Detroit 
1876—*Abram Sager, Ann Arbor 
1877—*Foster Pratt, Kalamazoo 
1878—*Ed. Cox, Battle Creek 
1879—*George K. Johnson, Grand Rapids 
1880—*J. R. Thomas, Bay City 
1881—*J. H. Jerome, Saginaw 
1882—*Geo. W. Topping, DeWitt 
1883—*A. F. Whelan, Hillsdale 
1884—* Donald Maclean, Detroit 
1885—*E. P. Christian, Wyandotte 
1886—*Charles Shepard, Grand Rapids | 
1887—*T. A. McGraw, Detroit 
1888—*S. S. French, Battle Creek 
1889—*G. E. Frothingham, Detroit 
1890—*L. W. Bliss, Saginaw 
1891—*George E. Ranney, Lansing 
1892—*Charles J. Lundy (died before tak- 
ing office) 
*Gilbert V. Chamberlain, Flint, Act- 
ing President 

1893—*Eugene Boise, Grand Rapids 
1894—*Henry O. Walker, Detroit 
1895—* Victor C. Vaughan, Ann Arbor 
1896—*Hugh McColl, Lapeer 
1897—*Joseph B. Griswold, Grand Rapids 
1898—*Ernest L. Shurly, Detroit 
1899—*A. W. Alvord, Battle Creek 
1900—*P. D. Patterson, Charlotte 
1901—*Leartus Connor, Detroit 
1902—*A. E. Bulson, Jackson 


1903—* Wm. F. Breakey, Ann Arbor 
1904—*B. D. Harison, Sault Ste. Marie 





*Deceased. 


Michigan State Medical Society 
Past Presidents 1866-1949 





1905—* David Inglis, Detroit 

1906—*Charles B. Stockwell, Port Huron 

1907—*Hermon Ostrander, Kalamazoo 

1908—*A. F. Lawbaugh, Calumet 

1909—*J. H. Carstens, Detroit 

1910—*C. B. Burr, Flint 

1911—*D. Emmett Welsh, Grand Rapids 

1912—*Wm. H. Sawyer, Hillsdale 

1913—*Guy L. Kiefer, Detroit 

1914—*Reuben Peterson, Ann Arbor 

1915—*A. W. Hornbogen, Marquette 

1916—*Andrew P. Biddle, Detroit 

1917—*Andrew P. Biddle, Detroit 

1918— Arthur M. Hume, Owosso 

1919—*Charles H. Baker,. Bay City 

1920—*Angus McLean, Detroit 

1921—*Wm. J. Kay, Lapeer 

1922—*W. T. Dodge, Big Rapids 

1923—*Guy L. Connor, Detroit 

1924—*C. C. Clancy, Port Huron 

1925—*Cyrenus G. Darling, Ann Arbor 

1926— J. B. Jackson, Kalamazoo 

1927— Herbert E. Randall, Flint 

1928— Louis J. Hirschman, Detroit 

1929— J. D. Brook, Grandville 

1930—*Ray C. Stone, Battle Creek 

1931—*Carl F. Moll, Flint 

1932— J. Milton Robb, Detroit 

1933—*George LeFevre, Muskegon 

1934—*R. R. Smith, Grand Rapids 

1935— Grover C. Penberthy, Detroit 

1936— Henry E. Perry, Newberry 

1937— Henry Cook, Flint 

1938— Henry A. Luce, Detroit 

1939— Burton R. Corbus, Grand Rapids 

1940— Paul R. Urmston, Bay City 

1941— Henry R. Carstens, Detroit 

1942— H. H. Cummings, Ann Arbor 

1943— C. R. Keyport, Grayling 

1944— A. S. Brunk, Detroit 

1945—* V. M. Moore, Grand Rapids (died be- 
fore taking office) 

1945— R. S. Morrish, Flint 

1946— Wm. A. Hyland, Grand Rapids 

1947—*P. L. Ledwidge, Detroit 

1948— E. F. Sladek, Traverse City 

1949—Wilfrid Haughey, Battle Creek (Pres- 
ident for a Day, Sept. 21, 1949) 























Michigan State Medical Society 


The 85th Annual Session and 
Postgraduate Conference 


Book-Cadillac Hotel, Detroit, Michigan 
September 20-21-22, 1950 


INFORMATION 


@ DETROIT WILL BE HOST TO MSMS IN SEP- 
TEMBER. 


@ The Program of the Assembly for the 85th Annual 
Session and Postgraduate Conference of the Michigan 
State Medical Society lists guest speakers from all parts 
of the United States. They are the usual stars in the 
medical world which always grace the annual conven- 
tions of the Michigan State Medical Society; they in- 
sure a valuable concentrated postgraduate course in all 
phases of medicine and surgery for the busy practitioners 
of Michigan and neighboring states and the Province of 
Ontario, on September 20, 21, 22, 1950. 


@ Registration, Tuesday afternoon through Friday after- 
noon, September 19-22, Fifth Floor, Book-Cadillac Hotel. 
Advance registration—on Tuesday and early Wednesday 
morning—will save your time. Present your State Medi- 
cal Society or Canadian Medical Association membership 
card to expedite registration. 


No registration fee for AMA and CMA members. 


Doctors of Medicine, who are not members of the 
American Medical Association or the Canadian Medical 
Association will be accorded the privileges of the MSMS 
Annual Session upon payment of a $5 registration fee. 


oe as soon as you arrive. Admission by badge 
only. 


@ All subjects on the MSMS Annual Session are ap- 
plicable to clinical medicine. They stress diagnosis and 
treatment, usable in everyday practice. 


@ Postgraduate Credits given to every MSMS member 
who attends MSMS Annual Session. 


@ Six Assemblies and one Public Meeting—Thirteen 
Section Meetings—Twenty-four Discussion Conferences 
September 20-21-22. 


@ Public Meeting. The General Meeting of Wednesday, 
September 20, 8:30 p.m.—Officers’ Night—will be open 
to the public. Invite your patients and friends to hear 
Dy. J. O. Christianson of St. Paul, Minn., present the 
Biddle Lecture, and E. L. Henderson, M.D., Louisville, 


Ky., President, American Medical Association, Ballroom, 
Book-Cadillac Hotel, Detroit. 


@ Papers Will Begin and End on Time. This scientific 
meeting will feature by-the-clock promptness and regu- 
larity. 


@ Ninety-nine Technical Exhibits will contain much of 
interest and value. Intermissions to view the exhibits 
have been arranged. 


Please Register at Every Booth. 


@ C. E. Umphrey, M.D., Detroit, is General Chairman 
of the Detroit Committee on Arrangements for the 1950 
MSMS Annual Session. 


e Press Relations Committee for the Scientific session: _ 


J. E. Livesay, M.D., Chairman 
H. F. Dibble, M.D. 

L. Fernald Foster, M.D. 

E. F. Sladek, M.D. 


@ Cabaret-Style Dance and Entertainment, with the 
compliments of the Michigan State Medical Society, 
will be held in the Grand Ballroom, Book-Cadillac Hotel, 
Thursday evening, September 21. All who register and 
their ladies, will receive a card of admission and are 
cordially invited to attend. 


@ MSMS House of Delegates convenes Monday, Septem- 
ber 18, at 10:00 a.m., Book-Cadillac Hotel. It will hold 
two meetings on Monday, at 10:00 a.m. and at 8:00 p.m., 
also two meetings on Tuesday, September 19, at 10:00 
a.m. and at 8:00 p.m. 


@ The Woman’s Auxiliary to the Michigan State Medi- 
cal Society will present an attractive social and business 
program at the Statler Hotel, Detroit. The wife of every 
MSMS member is cordially invited to attend. 


@ Members of Michigan Medical Service will meet in 
annual session Tuesday, September 19, Grand Ballroom, 
Book-Cadillac Hotel, at 2:00 p.m., following the MMS 
luncheon at 1:00 p.m. in the English Room. 


SAVE AN ORDER FOR THE EXHIBITOR AT THE MICHIGAN STATE MEDICAL 
SOCIETY ANNUAL SESSION 


Juve, 1950 










MICHIGAN STATE MEDICAL SOCIETY 


The 85th Annual Session and Postgraduate Conference 


Book-Cadillac Hotel, Detroit, September 18, 19, 20, 21, 22, 1950 


HOUSE OF DELEGATES — ORDER OF BUSINESS* 





MONDAY, SEPTEMBER 18 (9) Iodized Salt Committee 
(10) Geriatrics Committee 


English Room, Book-Cadillac Hotel, Detroit (a) Sub-Committee on Diabetes Control 


‘ ’ , (b) Sub-Committee to Study Problem of 
10:00 a.m.—First Meeting Caring for Aged 
(11) Committee on Infectious Diarrhea 
. Call to order by Speaker. C. Committee on Distribution of Medical Care 
‘ , D. Committee on Public Relations (and sub-com- 
- Report of Committee on Credentials. mittees ) 


1 
2 
3. Roll Call. E. Committee on Ethics 
+ 













F. Legislative Committee 
. Appointment of Reference Committees 


) 14. Reports of Special Committees 

(a) On Officers’ Reports ‘ A. Beaumont Memorial Committee 
(b) — Reports of The Council B. Scientific Radio Committee 
ta} ro a pe! rt ene C. Advisory Committee to Woman’s Auxiliary 

eports of special Vommittees D. Liaison Committee with State Medical Assistants 
(e) On Constitution and By-Laws Society 
(f) On Resolutions , E. Advisory Committee to National Foundation for 
(g) On Special Memberships ; Infantile Paralysis 
tf be eee ee F. Committee on Increase of Medical Students 
(i) On Hygiene and Public Health Graduated from Michigan Medical Schools 
(1) On Miscellaneous Business 





: : Reports of the Committees of The Council, including 
(m) On Executive Session ; Committee on Scientific Work, are included in the An- 
(n) On Emergency Medical Service nual Report of The Council 
5. Speaker’s Address—R. H. Baker, M.D., Pontiac 
President’s Address—W. E. Barstow, M.D., St. Louis MONDAY, SEPTEMBER 18 


President-Elect’s Addr C. R Uneles, MD. Grand Ballroom, Book-Cadillac Hotel, Detroit 










Detroit 8:00 p.m.—Second Meeting 
8. Annual Report of The Council—O. O. Beck, M.D., 
Birmingham, Chairman 15. “Report on Socialism in England and Europe,” by 
Prof. Carl M. Horn, Michigan State College, East 
9. Report of Delegates to American Medical Associa- Lansing, organizer of the “Flying Classroom” of 
tion—W. D. Barrett, M.D., Detroit, Chairman 1950. 








10. Report of Commission on Healing Arts—J. S. 16. Supplementary Report of Committee on Credentials 
DeTar, M.D., Milan, Chairman 17. Roll call 


11. Report of Committee to Study Councilor Districts 18. Unfinished Business 

—B. R. Corbus, M.D., Grand Rapids, Chairman 

19. New Business* 
12. Resolutions** 
mepeumnene 20. Reports of Reference Committees 

13. Report of M.S.M.S. Standing Committees (a) On Officers Reports , 

A. Committee on Postgraduate Medical Education On Reports of The Council _ 

B. Preventive Medicine Committee: On Reports of Standing Committees 
(1) Rheumatic Fever Control Committee On Reports of Special Committees 
(2) Cancer Control Committee On Constitution and By-Laws 
(3) Maternal Health Committee On Resolutions ’ 
(4) Venereal Disease Control Committee On Special Memberships . 
(5) Tuberculosis Control Committee On Rules and Orders of Business 
(6) Industrial Health Committee On Legislation and Public Relations 
(7) Mental Hygiene Committee ) On Hygiene and Public Health 
(8) Child Welfare Committee On Medical Service and Pre-payment Insurance 

(a) Sub-Committee on Hearing Defects 1) On Miscellaneous Business 

(m) On Executive Session 


~~ 
ans 
—— 


Dog oO OL 
— Se 


-_ BDQOQOOQA QO 
mse puso 

















*See the Constitution Articles IV, VII and XII, and the By- (n) On Emergency Medical Service 
Laws, Chapter 8 on ‘‘House of Delegates.’’ 
**All Resolutions, special reports, and new business shall be *All Resolutions, special reports, and new business shall be 


presented in triplicate (By-Laws, Chapter 8, Section 10-m) presented in triplicate (By-Laws, Chapter 8, Section 10-m) 
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TUESDAY, SEPTEMBER 19 

Grand Ballroom, Book-Cadillac Hotel, Detroit 

10:00 a.m.—Third Meeting 

21. Supplementary Report of Committee on Credentials 
22. Roll Call 

23. Unfinished Business 

24. New Business 


25. Supplementary Reports of Reference Committees 


TUESDAY, SEPTEMBER 19 
Grand Ballroom, Book-Cadillac Hotel, Detroit 
8:00 p.m.—Fourth Meeting 


26. (Topic to be announced) by E. L. Henderson, 
M. D., Louisville, Ky., President of American Medi- 
cal Association and of World Medical Association. 


.. Supplementary Report of Committee on Credentials 
. Roll call 


. Address by E. L. Henderson, M.D., Louisville, 
President of the American Medical Association 


30. Unfinished Business 
31. Supplementary Report of The Council 
32. Supplementary Reports of Reference Committees 


33. Elections 
(a) Councilors 
2nd District—P. A. Riley, M.D., Jackson—In- 
cumbent 
3rd District—Wilfrid Haughey, M.D., Battle 
Creek—Incumbent 
15th District—O. O. Beck, M.D., Birmingham 
—Incumbent 
16th District—E. A. Osius, M.D., Detroit— 
Incumbent 
Delegates to American Medical Association 
W. D. Barrett, M.D., Detroit—Incumbent 
W. H. Huron, M.D., Iron Mountain—In- 
cumbent 
R. L. Novy, M.D., Detroit—Incumbent 
Alternate Delegates to American Medical As- 
sociation 
R. A. Johnson, M.D., Detroit—Incumbent 
R. H. Denham, M.D., Grand Rapids—Incum- 
bent 
C. I. Owen, M.D., Detroit—Incumbent 
(d) President-Elect 
(ce) Speaker of House of Delegates 
(f) Vice Speaker of House of Delegates 


34. Adjournment. 


DELEGATES TO MSMS HOUSE OF DELEGATES, 1950 


Names of Alternates appear in Italics 


Officers 
R. H. Baker, M.D. 
1110 Peoples Bank Bldg., Pontiac, Speaker 
J. E. Livesay, M.D. 
619 Mott Foundation Bldg., Flint, Vice Speaker 
L. Fernald Foster, M.D. 
919 Washington, Bay City, Secretary 
E. F. Sladek, M.D. 
Traverse City, Immediate Past President 


Allegan 


L. F. Brown, M.D., 133 E. Allegan, Otsego 
E. B. Johnson, M.D., Allegan 


Alpena-Alcona-Preque Isle 


E. S. Parmenter, M.D., 140 E. Washington Ave., 
Alpena 
F. J. O’Donnell, M.D., Alpena 


Barry 


A. B. Gwinn, M.D., City Bank Bldg., Hastings 
Stewart Lofdahl, M.D., 307 N. Main, Nashville 


Bay-Arenac-Iosco 


W. S. Stinson, M.D., 101 W. John, Bay City 
O. J. Johnson, M.D., 207 N. Walnut, Bay City 
N. R. Moore, M.D., 5th and Madison Aves., Bay City 


Berrien 


D. W. Thorup, M.D., 169 Michigan St., Benton Harbor 
F. A. Rice, M.D., Niles 


Branch 


R. L. Wade, M.D., Coldwater 
H. J. Meier, M.D., Coldwater 


June, 1950 


Calhoun 


G. W. Slagle, M.D., 1206 Security National Bank, 
Battle Creek 

H. C. Hansen, M.D., 417 Post Bldg., Battle Creek 

G. A. Zindler, M.D., 1206 Security National Bank, 
Battle Creek 

S. T. Lowe, M.D., 1009 Security National Bank, Battle 
Creek 


Cass 
S. L. Loupee, M.D., Dowagiac 
K. C. Pierce, M.D., Dowagiac 


Chippewa-Mackinac 
B. T. Montgomery, M.D., Sault Ste. Marie 
D. C. Howe, M.D., Sault Ste. Marie 


Clinton 
F. W. Smith, M.D., Ovid 
W. B. McWilliams, M.D., Maple Rapids 


Delta-Schoolcraft 
W. A. LeMire, M.D., 1106 ist Ave. S., Escanaba 
A. H. Miller, M.D., 904 Wisconsin Ave., Gladstone 


Dickinson-Iron 
D. R. Smith, M.D., 105 E. A St., Iron Mountain 
L. E. Irvine, M.D., Iron River 


Eaton 
G. C. Stucky, M.D., Box 140, Charlotte 
P. H. Engle, M.D., Olivet 


Genesee 
C. W. Colwell, M.D., 706 Citizens Bank Bldg., Flint 
C. K. Stroup, M.D., 2002 E. Court, Flint 
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E. Livesay, M.D., 619 Mott Foundation Bldg., Flint 

. D. Johnson, M.D., 202 Paterson Bldg., Flint 

. M. Bogart, M.D., 1008 Genesee Bank Bldg., Flint 

. P. Vary, M.D., 608 National Bldg., Flint 

. W. Baske, M.D., 1217 Mott Foundation Bldg., Flint 
A. Barbour, M.D., 1439 Mott Foundation Bldg., 

Flint 


i, 
F 
L 
E 


ote 


Gogebic 
].. R. Franck, M.D., Wakefield 
D. L. Davidson, M.D., Bessemer 


Grand Traverse-Leelanau-Benzie 
D. G. Pike, M.D., 876 E. Front, Traverse City 
H. L. Weitz, M.D., 529 Monroe, Traverse City 


Gratiot-Isabella-Clare 


M. G. Becker, M.D., Edmore 
J]. L. Rottschafer, M.D., Alma 


Hillsdale 


L. W. Day, M.D., Jonesville 
O. G. McFarland, M.D., North Adams 


Houghton-Baraga-Keeweenaw 


T. P. Wickcliffe, M.D., Calumet 
A. B. Aldrich, M.D., Hancock 


Huron 


C. W. Oakes, M.D., Harbor Beach 
C. A. Scheurer, M.D., Pigeon 


Ingham 
R. S. Breakey, M.D., 1211 Bank of Lansing Bldg., 
Lansing 


L. G. Christian, M.D., 108 E. St. Joseph, Lansing 
H. W. Wiley, M.D., 300 W. Ottawa, Lansing 
J]. M. Wellman, M.D., 301 Seymour Ave., Lansing 
E. J. Robson, M.D., 215 N. Walnut 

Milton Shaw, M.D., 320 Townsend Ave., Lansing 


Tonia-Montcalm 


W. L. Bird, M.D., Greenville 
J. A. Van Loo, M.D., Belding 


Jackson 


J. D. Van Schoick, M.D., Hanover 

J. W. Rice, M.D., 603 City Bank Bldg., Jackson 

E. H. Corley, M.D., 1401 Reynolds Bldg., Jackson 
C. S. Clarke, M.D., 605 Dwight Block, Jackson 


Kalamazoo 
R. J. Armstrong, M.D., 605 Hanselman Bldg., Kalama- 


ZOO 

W. A. Scott, M.D., 208 Bronson Medical Center, 
Kalamazoo 

R. W. Shook, M.D., 611 American National Bank 
Bldg., Kalamazoo 

F. C. Ryan, M.D., 217 Pratt Bldg., Kalamazoo 

Albert DeGroat, M.D., 458 W. South, Kalamazoo 

W. B. Crane, M.D., 420 S. Rose, Kalamazoo 


Kent 


A. A. VanSolkema, M.D., 953 E. Fulton, Grand Rapids 

L. C. Carpenter, M.D., Metz Building, Grand Rapids 

G. W. DeBoer, M.D., 516 Medical Arts Bldg., Grand 
Rapids 

W. B. Mitchell, M.D., 510 Medical Arts Bldg., Grand 
Rapids 

J. W. Logie, M.D., Metz Building, Grand Rapids 

A. V. Wenger, M.D., 302 Lorraine Bldg., Grand Rapids 

W. R. Torgerson, M.D., Metz Building, Grand Rapids 

Torrance Reed, M.D., Ashton Building, Grand Rapids 

S. L. Moleski, M.D., 528 Medical Arts Bldg., Grand 
Rapids 

L. O. Grant, M.D., 420 Medical Arts Bldg., Grand 
Rapids 

R. S. Van Bree, M.D., 204 Loraine Bldg., Grand Rapids 

C. E. Farber, M.D., 408 Metz Building, Grand Rapids 
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Lapeer 
D. J. O’Brien, M.D., Lapeer 
Carl Zolliker, M.D., 240 Main, Imlay City 


Lenawee 
R. E. Dustin, M.D., Tecumseh 
H. E. Isley, M.D., Blissfield 


Livingston 
H. C. Hill, M.D., Howell 
R. W. Lieber, M.D., Howell 


Luce 
E. H. Campbell, M.D., Newberry 
R. E. Gibson, M.D., Newberry 


Macomb 
D. B. Wiley, M.D., Utica 
E. G. Siegfried, M.D., New Haven 


Manistee 
E. B. Miller, M.D., 425 River, Manistee 
J. F. Konopa, M.D., Manistee 


Marquette-Alger 
N. J. McCann, M.D., Marquette 
Moses Cooperstock, M.D., Marquette 


Mason 
E. B. Boldyreff, M.D., Custer 
J. R. Carney, M.D., 202 N. Park, Ludington 


Mecosta-Osceola-Lake 
T. P. Treynor, M.D., Big Rpids 
P. B. Kilmer, M.D., Reed City 


Medical Society of North Central Counties 
C. G. Clippert, M.D., Grayling 
D. B. McDowell, M.D., West Branch 


Menominee 
J. R. Heidenreich, M.D., Daggett 
J. N. Dewane, M.D., 117 Ogden Ave., Menominee 


Midland 
R. S. Ballmer, M.D., Box 111, Midland 
C. L. MacCallum, M.D., 221 Reinhart Bldg., Midland 


Monroe 
T. A. McDonald, M.D., 7 E. Front, Monroe 
J. P. Flanders, M.D., 31 Washington, Monroe 


Muskegon 
R. D. Risk, M.D., 1160 Ransom St., Muskegon 
N. W. Scholle, M.D., Anderson Bldg., Muskegon 
Heights 
L. L. LeFevre, M.D., 450 W. Western, Muskegon 
D. R. Boyd, M.D., 1735 Peck, Muskegon 


Newaygo 
B. L. Masters, M.D., Fremont 
T. R. Deur, M.D., Grant 


Northern Michigan Medical Society 
J. R. Rodger, M.D., Bellaire 
H. V. Lilga, M.D., 113 Howard, Petoskey 


Oakland 

C. R. Gatley, M.D., 97 N. Perry, Pontiac 

P. E. Sutton, M.D., 629 Washington Square Bldg., 
Pontiac 

H. A. Furlong, M.D., 932 Riker Bldg., Pontiac 

R. H. Baker, M.D., 1110 Pontiac State Bank Bldg., 
Pontiac 

J. M. Markley, M.D., 849 W. Huron, Pontiac 

J. D. Green, M.D., 311 Wabeek Bldg., Birmingham 

O. R. MacKenzie, M.D., 404 Pontiac Trail, Walled 
Lake 

E. B. Cudney, M.D., 216 Oneida, Pontiac 


Oceana 
W. G. Robinson, M.D., Hart 
M. G. Wood, M.D., Hart 


JMSMS 
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Ontonagon 
W. F. Strong, M.D., Ontonagon 
S. H. Rubinfeld, M.D., Ontonagon 


Ottawa 
K. N. Wells, M.D., Spring Lake 
William Westrate, M.D., Holland 


Saginaw 
C. E. Toshach, M.D., 333 S. Jefferson, Saginaw 
H. O. Helmkamp, M. 'D., 307 2nd National Bank Bldg., 
Saginaw 
W. K. Slack, M.D., 308 Eddy Bldg., Saginaw 
H. M. Bishop, M.D.., 515 S. Jefferson, Saginaw 


Sanilac 
R. K. Hart, M.D., Croswell 
W. G. Bennett, M.D., Brown City 


Shiawassee 
C. L. Weston, M.D., Owosso 
J. S. Janci, M.D., Owosso 


St. Clair 
W. H. Boughner, M.D., Algonac 
J. F. Beer, M.D., South Riverside Dr., St. Clair 


St. Joseph 
R. A. Springer, M.D., Centreville 
S. A. Fiegel, M.D., 110 Pleasant, Sturgis 


Tuscola ; 
L. L. Savage, M.D., General Delivery, Caro 
W. E. Pelczar, M.D., Unionville 


Van Buren 
W. R. Young, M.D., Lawton 
E. H. Terwilliger, M.D., South Haven 


Washtenaw 
R. W. Teed, M.D., 915-A S. Main, Ann Arbor 
O. K. Engelke, M.D., 720 S. Catherine, Ann Arbor 
P. S. Barker, M.D., University Hospital, Ann Arbor 
B. M. Harris, MD.. 220 Pearl, Ypsilanti 
H. H. Riecker, M.D., St. Joseph Mercy Hospital, Ann 

Arbor 

R. I. Seime, M.D., 302 W. Cross, Ypsilanti 
H. A. Miller, M.D., Saline 
A. M. Waldron, M_D., 1130 Hill, Ann Arbor 
J. L. Wilson, M.D., University Hospital, Ann Arbor 


Wayne 

W. W. Babcock, M.D., 868 Fisher Bldg., Detroit 2 

Arch Walls, M.D., 12065 Wyoming, Detroit 

G. T. McKean, M.D., 1515 David Whitney Bldg., 
Detroit 26 

E. C. Texter, M.D.. 7457 Gratiot Ave., Detroit 

C. L. Candler, M.D., 2006 David Broderick Tower, 
Detroit 

J. J. Lightbody, M.D., 501 David Whitney Bldg., 
Detroit 26 

R. L. Novy, M.D., 858 Fisher Bldg., Detroit 2 

Douglas Donald, M.D., 7815 E. Jefferson, Detroit 

G. C. Penberthy, MD., 1515 David Whitney Bldg., 
Detroit 26 

K. B. Babcock, M.D., 4160 John R., Detroit 

F. A. Weiser, MD., Grace Hospital, Detroit 

E. H. Fenton, MD.., 15125 Grand River, Detroit 

E. D. Spalding, MLD., 320 Professional Bldg., Detroit 

L. T. Henderson, MD., 13038 E. Jefferson, Detroit 

W. D. Barrett, M.D.., 311 David Whitney Bldg., Detroit 
26 


W. B. Cooksey, M.D., 62 W. Kirby, Detroit 

E. A. Bicknell, M.D., "13641 Wyoming Ave., Detroit 

D. C. Beaver, M.D., "432 E. Hancock, Detroit 

E. G. Krieg, MD., 1842 David Whitney Bidg., Detroit 
26 


R. F. Fenton, M.D., 15125 Grand River, Detroit 
K. M. McColl, 18520 E. Warren, Detroit 
C. I. Owen, M.D., Grace Hospital, Detroit 
W. S. Reveno, M.D., 968 Fisher Bldg., Detroit 2 
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J. G. Molner, M.D., 334 Bates, Detroit 
. Ps —— M.D., 16127 Woodward Ave., Highland 
ar 

H. J. Kullman, M.D., Veterans Administration Hos- 
pital, Dearborn 

E. D. King, M.D., 5455 W. Vernor, Detroit 

D. H. Kaump, M.D., Providence Hospital, Detroit 

C. K. Hasley, M.D., 1429 David Whitney Bldg., 
Detroit 26 

S. M. Gillespie, M.D., 1011 Haigh, Dearborn 

M. A. Darling, M.D., 673 Fisher Bldg., Detroit 2 

O. A. Brines, M.D., 1512 St. Antoine, Detroit 

C. D. Benson, M.D., 1515 David Whitney Bldg., 
Detroit 26 

H. E. Bagley, M.D., 12922 W. Warren, Dearborn 

E. G. Cochrane, M.D., 12805 Hamilton Ave., Detroit 

E. C. Long, M.D., 2626 Rochester, Detroit 

W. L. Brosius, M.D., 1151 Taylor Ave., Detroit 

E. F. Dittmer, M.D., 14320 E. Jefferson, Detroit 

L. J. Morand, M.D., 1553 Woodward Ave., Detroit 

. o Schlemer, M. 'D., 13826 Dexter Blvd., Detroit 

. A. Coates, MD., 21576 Michigan, Dearborn 

. H. Price, M.D., 62 W. Kirby Ave., Detroit 

_E. Lofstrom, M. ‘D.. 410 Kales Building, Detroit 

. L. Schneck, M.D., ‘641 David Whitney Bldg., Detroit 


A. Kasper, M.D., Herman Kiefer Hospital, Detroit 
. J. Bailey, M.D., 10 Peterboro, Detroit 

. B. Fenech, M.D., 10 Peterboro, Detroit 

. E. Price, ‘M.D. 313 David Whitney Bldg., Detroit 
eS McGlaughlin, M.D., 3400 Biddle, Wyandotte 

. F. Dibble, M.D., 1317 David Whitney Bldg., Detroit 
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E. H. Lauppe, M.D., 1650 David Whitney Bldg., 
Detroit 26 

B. A. Sage, M.D., 1013 Haigh, Dearborn 

R. V. Walker, M.D., 1255 David Whitney Bldg., De- 
troit 26 

S. A. Zukowski, M.D., 6626 Van Dyke, Detroit 

C. J. Williams, M.D., 15324 E. Jefferson, Detroit 

J. E. Croushore, M.D., 573 Fisher Bldg., Detroit 2 

L. S. Fallis, M_D., Henry Ford Hospital, Detroit 

i. 2a. Witter, M.D., 344 Glendale, Detroit 

W. S. Carpenter, *M.D.., 1317 David Whitney Bldg., 
Detroit 26 

L. R. Leader, M.D., 1139 David Whitney Bldgz., 
Detroit 26 

R. A. Johnson, M.D., 7815 E. Jefferson, Detroit 

C. S. Ratigan, M.D., 22276 Garrison, Dearborn 

D. I. Sugar, M.D., 17 Brady, Detroit 

Raphael Altman, M.D., 5057 Woodward Ave., Detroit 

H. L. Morris, M.D., 1069 Fisher Bldg., Detroit 2 

Sidney Adler, M.D., 872 Fisher Bldg., Detroit 2 

C. R. Lam, M.D., Henry Ford Hospital, Detroit 

R. M. Athay, M.D., Wayne County General Hos- 
pital, Eloise 

E. J. Hammer, M.D., 16616 Mack Ave., Detroit 

H. M. Nelson, M.D., 1067 Fisher Bldg., Detroit 2 

J. K. Bell, M.D., 660 Woodward Ave., Detroit 

Max Blaine, M.D., 5057 Woodward Ave., Detroit 

W. L. Sherman, M.D., 10 Peterboro, Detroit 

L. J. Gravelle, -M.D.,. 1101 David Whitney Bldg., 
Detroit 26 

A. E. Schiller, M.D., 10 Witherell, Detroit 

L. P. Heath, M.D., 1553 Woodward Ave., Detroit 

E. L. Cooper, M.D., 414 David Whitney Bldg., Detroit 
26 

W. J. Yott, M.D., 15744 Harper Ave., Detroit 

J. R. Brown, M.D., 702 Maccabees Bldg., Detroit 

J. C. Fremont, M.D., 1553 Woodward Ave., Detroit 

R. A. Sokolov, M.D., 3001 W. Grand Bluvd., Detroit 

G. L. Coan, M.D., 114 Maple, Wyandotte 

N. E. Clarke, M.D., 2501 W. Grand Blvd., Detroit 

R. D. Tupper, M.D., 15101 W. 7 Mi. Rd., Detroit 
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M. R. Murphy, M.D., Cadillac 
R. V. Daugherty, M.D., Cadillac 
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Four Years of High School 


Four Years in Medical College 
One Year’s Internship in a Hospital 


=PP?r?FrPr > 





WHAT IT TAKES TO BE A DOCTOR OF MEDICINE 


Two Years of College (including Physics, Chemistry, and Biology) 


A Knowledge of the Human Body: Its Normal Structures, Functions and Governing Laws 
A Knowledge of All Common Diseases in Order to Know What Disease is Present 
A Knowledge of Effective Remedial Agents: 


These Minimum Essentials Should Be Possessed by All Who Treat the Sick 





Ability to Apply the One Most Needed. 
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THE 85th ANNUAL SESSION 


WOMAN’S AUXILIARY TO THE MICHIGAN 
STATE MEDICAL SOCIETY 


Convention and 24th Annual Meeting 
Hotel Statler, Detroit—September 19, 20, 21, 1950 


TENTATIVE PROGRAM 12:30 p.m. Luncheon, Ivory Room 


Mendes, Gepmadne 28 5:30 p.m. Get-Acquainted Hour, Michigan Room 


6:30 pm. A 1 Di , Michi R 
i—5 p.m. Registration, Oak Foyer — ee ae 


8:00 p.m. Biddle Oration and President’s Night, 
Tuesday, September 19 Book-Cadillac 


9:30 a.m. Registration, Oak Foyer 
Thursday, September 21 


8:00 a.m. Registration, Oak Foyer 


10:30 a.m. Finance Committee, President’s Suite 


6.30 p.m. Subscription Dinner, English Room 
9:00 a.m. Organizatiion Breakfast 
Directors, Retiring and New; President- 
Elect, Parlor E 


6:30 p.m. President’s and _ Secretaries’ Dinner. 
Place to be announced. 


Wednesday, September 20 “ 9:30 am. Annual Meeting, Michigan Room 
9:30 am. Registration, Oak Foyer 1:00 p.m. Annual Luncheon, Michigan Room 
10:30 a.m. Pre-Convention Board Meeting, Parlor B 3:30 p.m. Post-Convention Board Meeting 








HOTEL RESERVATIONS 


85th Annual Session 
MICHIGAN STATE MEDICAL SOCIETY 
Detroit, September 20, 21, 22, 1950 

The reservation blank below is for your convenience in making your hotel reserva- 
tions in Detroit. Please send your application to C. B. Loftus, Front Office Man- 
ager, Book-Cadillac Hotel, Detroit, Michigan. Mailing your application now will 
be of material assistance in securing hotel accommodations. 

As very few singles are available, registrants are requested to co-operate with the 
Committee on Hotels by sharing a room with another registrant. 
Commiteee on Hotels, 
Michigan State Medical Society 
% Book-Cadillac Hotel, 
Detroit, Michigan 
Please make hotel reservation(s) as indicated below: 


uhideaeihaiaiisiahen sadechiininiialealtdccandicarcdbieniamaiieaensnialaa Single Room(s) 
siisicihbienetcinalceiaianisaiamihiaian Double Room(s) for .........s...se0sesseeeees1+ PEFSONS 
sieht ieee iaiaiceaisiinendiaiaeil Twin-Bedded Room(s) for .................... Persons 
Arriving September .................... EN incsiisiavadiacine Se Aiviaicninaansiositahivon P.M. 
Leaving September .................... PD Masssinticeiasieian TE: ‘teers P.M. 
Ne I INE ov ciresesicsenrsintinciincninsecenitensiiepiwesincaniuittctiniinyasianensiantabaibtianulineiishlaiine 
EE, gv estesteniineepanrinncenecanininictinineianciniionianpaiainigumanunigumiitanidints 
Names and addresses of all applicants including person making reservation: 
Name Address City State 


Pee meee eee eee eee eee eee eee ee SHEESH EEE EEE EEEEE SEO SEESESEESEEEEEEESSEEEEEEEES SHSEESSOEEEEEESSESEESEEEEEEEEEEEEEEEEEESESSEEEES SHHEHEEHESEESSEESE SEES EE EES 
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eee tent ee eee ee eee ee eases eeessseessess sesesssssesssesssesssssssssssssesssssesssesss AREY seesernsnesswsseeeeeeeeeseeesessse esses sees esse eee®e 
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To provide easily accessible sanitary laboratory services 
for twenty-one counties in the northern part of the lower 
peninsula and the eastern part of the upper peninsula, 
the Michigan Department of Health will operate a trailer 
laboratory in Gaylord from June 15 to September 15. 

The laboratory services will be available to the district 
health departments and to the field personnel of the 
Water Resources Commission. The area serves an in- 
creased population during the summer and is distant 
from the Michigan Department of Health Laboratories 
at Lansing, Grand Rapids, Houghton or Powers. 

The trailer laboratory is equipped to do bacteriological 
tests of drinking water, lakes, streams, milk and food 
utensils, 

* * * 

Topics and speakers for Michigan Department of 
Health Broadcasts over Radio Station WKAR, East 
Lansing, at 10:30 a.m., Tuesdays, follow: 


June 20—Building or Buying a Dream: Sanitary 
Requirements—John Hepler, Division of Engineering. 

June 27—Home Care of the Sick—Miss Helene Buker, 
Chief, Section of Public Health Nursing. 

July 11—First Aid, At Home or Away—Dr. J. K. 
Altland, Director, Division of Local Health Ad- 
ministration. 

July 18—What Makes Water Fit to Drink—Ray Faust, 
Chief, Water Supply Section. 

July 25—Take Your Sneezes North: The Pollen 
Survey Findings of Ten Years—Dr. H. E. Cope, 
Clinical Pathologist, Division of Laboratories. 

* * * 


To assist in determining the policy of the Michigan 
Department of Health with regard to possible use of 
BCG vaccination in Michigan’s Tuberculosis Control 
Program, a group of public health, medical epidemio- 
logical and tuberculosis authorities were invited to confer 
with Staate Health Commissioner Albert E. Heustis, 
May 15. The group prepared written recommendations 
for the Commissioner. 

* * « 

Approximately 100 health educators from eleven 
states registered for the Conference of Middle States 
Health Educators in the School of Public Health, 
University of Michigan, June 9 and 10. Participation 
in the Conference on the general problems of public 
health education was limited to educators from official 
state and local health departments and voluntary health 
agencies. 

* * «# 

One out of every fifteen people who died in Michigan 
last year died by accident. Accidents were the fourth 
cause of death in the state. More fatalities occurred in 
home accidents than motor vehicle accidents. Falls were 
the largest cause of fatal home accidents. 

* * & 


The Film Loan Library of the Department now has 
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Michigan’s Department of Health 


Albert E. Heustis, M.D., Commissioner 


a film on baby sitters which will be of interest to young 
mothers’ groups as well as to teen-age groups. “The 
Baby Sitter” is a fifteen-minute sound film, produced 
by Young America Films, which shows a teen-age girl, 
properly trained for her job as a sitter, and follows her 
through an evening as she cares for two small children. 
The film points out the sitter’s responsibilities and the 
responsibilities of the parents. 


* * * 


To assist local communities in the upper peninsula 
and the northern part of the lower peninsula in assuring 
themselves an adequate supply of blood plasma and 
fractions for the coming year, the Michigan Department 
of Health Blood Procurement Unit will be in the area 
during the next three months. 


The unit’s schedule from mid-June through September 
includes: June 13 to 16, Marquette; June 20, Baraga; 
June 23 and 24, Ontonagon; June 26 and 27, Houghton; 
June 29 and 30, Dickinson; July 13 and 14, Iron; July 
17 and 18, Menominee; July 20 and 21, Delta; July 
24 and 25, Ogemaw; July 26, Montmorency; July 27 
and 28, Otsego; July 31 to August 3, Emmet; August 7 
to 9, Manistee; August 10 and 11, Newago; August 14, 
Missaukee; August 15 to 17, Wexford; August 18, Lake; 
August 21, Benzie; August 22 and 23, Leelanau; August 
24 to 26, Grand Traverse; August 31, and September 1, 
Calumet, Keweenau; September 7 to 9, Gogebic; 
September 11 to 13, Menominee; September 14, 15 and 
18 to 20, Delta; and September 25 and 26, Schoolcraft. 


* * * 


In Michigan, preparations for the White House Con- 
ference on Children and Youth are being co-ordinated 
by the Michigan Youth Commission. Mrs. Hickman 
Price, chairman of the Commission, has appointed Sam 
Rabinovitz, Room 1100, Cadillac Square Building, 
Detroit, as executive secretary of the Commission to 
expedite Michigan’s planning for the conference. 


* + 


To assist in filling vacancies in Michigan’s local health 
department staffs, the Michigan Department of Health 
is now developing plans for additional training in public 
health work for local people who have proper educational 
qualifications and who wish employment in their com- 
munities or elsewhere in the state. 


The Department is also planning in-service training 
to prepare men in public health sanitation fields for 
highly specialized projects which are to be carried out 
in their areas. Revision of the Michigan program for 
the training of public health engineering students be- 
came necessary with the discontinuance of training 
stipend funds from the W. K. Kellogg Foundation. While 
training opportunities are available for those public 
health engineering students who can pay their own 
expenses while training, no students could be recruited 
for subsidized training this year. 
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.. . for the removal of 
skin growths, tonsil 
tags, cysts, small tu- 
mors, superfluous hair, 
and for other technics 
by electrodesiccation, 
fulguration, bi-active 
coagulation. 


Now, completely re- 
designed the new 
HYFRECATOR 
provides more power 
and smoother control 
... affording better cos- 
metic results and great- 
er patient satisfaction. 
Doctors who have used 
this new unit say it pro- 
vides for numerous new 
technics and is easier, 
quicker to use. 


$45 comPLete 


Write“ Hyfrecator Folder” 
on your prescription blank 
or clip your letterhead to 
this advertisement. Re- 
print of Hyfrecator tech- 
nics mailed free on request. 








THE BIRTCHER CORPORATION 





5087 Huntington Drive 





Los Angeles 32, Calif. 



















































HYFRECATOR DEALERS 
The J. F. Hartz Company—Detroit 
The G. A. Ingram Company—Detroit 
Randolph Surgical Supply Co.—Detroit 
Medical Arts Surgical Supply Co.—Grand Rapids 
A. Kuhlman & Company—Detroit 
Noble-Blackmer, Inc.—Jackson 
The Quarry, Inc.—Ann Arbor 
Flint Medical & Surgical Supply—Flint 


YOU AND YOUR BUSINESS 
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YOU AND YOUR BUSINESS 


FEDERAL INCOME TAX LAWS 
(Continued from Page 630) 





proprietorships or partnerships may not qualify for these 
benefits. 

“The Board of Trustees of the American Medical As- 
sociation authorized its representatives to record, at a 
meeting of the Association of the Bar of the City of New 
York, its support, in principle, of the proposal that the 
Internal Revenue Code be amended to permit physicians 
who practice as individual proprietors or partners to 
declare as business expenses the costs of pension pro- 
grams for themselves, with the proviso that there should 
be a reasonable maximum pension. 


“The American Medical Association believes that such 


an amendment would appreciably reduce the present 
discrimination.” 


VA FUNDS 


Funds currently available for the treatment of eligible 
veterans in the Home Care Program have been reduced 
sharply. This is not due to action of the Veterans Ad- 
ministration, Michigan Medical Service which serves as 
your agent in the Home Care Program, or the members 
of the Michigan State Medical Society who provide the 
actual care for the eligible veteran. In order to continue 
giving treatment to the largest number of veterans pos- 
sible, it is essential that all doctors screen their requests 
for authorization for treatment in a given case so that 
the number of treatments requested is reduced. 


If the number of treatments ultimately authorized is 
insufficient to maintain maximum benefit to the veter- 
an, please submit a written report of the veteran’s present 
status to the Chief Medical Officer, Veterans Administra- 
tion Regional Office, Detroit 32, Michigan, enumerating 
the specific reason for the need of additional treatment. 
Many of the present reports are deficient in clinical notes 
and description of the treatment rendered. Your report 
should present a clear and full evaluation of the case. 





PREPAREDNESS 
(Continued from Page 695) 


plan, or has designated “teams” of physicians to 
handle various classes of casualties. 

Medical societies should devote enough time to 
the education of their membership concerning the 
medical aspects of casualties resulting from use of 
the newer weapons as to be able to play a decisive 
part in Civil’ Defense. Medical men should stand 
ready to participate in all phases of disaster relief. 
We may never have to make use of our plans, but 
at least we shall not be “caught short.”—H. F. B. 
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A.M. A. CONVENTION 
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Make Our 
Doctors’ Lounge 
Your Club 


You'll find it on the main floor... designed 
for your comfort. Drop in. Rest... read... 
smoke... or just chat. 

If you like, have your mail addressed c/o 
Philip Morris Doctors’ Lounge, Civic Audi- 
torium, San Francisco. 

Ask at the Lounge for any service that 
you fancy. We can’t promise to deliver, but 
we certainly promise to try. 


Philip Morris 


& CO., LTD., INC., 100 PARK AVE., NEW YORK 


Be sure to visit the Philip Morris Exhibit... Space H-2 and I-1 
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Michigan Authors 

Charles L. Schneider, Ph.D., M.D., Detroit, published 
a paper, “Complications of Late Pregrancy in Rabbits 
Induced by Experimental Placental Trauma,” in the 
May, 1950, Journal of Surgery, Gynecology, and 
Obstetrics. 

James A. Olson, M.D.; E. H. Steffensen, M.D.; R. R. 
Margulis, M.D.; Richmond W. Smith, M.D., and E. L. 
Whitney, M.D., Detroit, published a paper, “ACTH in 
Ophthalmologic Conditions,’ in the April 22, 1950, 
Journal of the American Medical Association. 

Reed M. Nesbit, M.D. and Jack Lapides, M.D., of 
Ann Arbor, published a paper, “Observations on Urokon, 
A new Excretory Pyelographic Medium,” in the February, 
1950, University of Michigan Medical Bulletin, Ann 
Arbor. 

Thomas M. Batchelor, M.D., and Gordon M. Todd, 
M.D., Detroit, published a paper, “Aureomycin and 
Penicillin Therapy in Weil’s Disease,” in the May 6, 
1950, Journal of the American Medical Association. 

Max K. Newman, M.D., and Elsie Wunderlich, M.D., 
Detroit, published a paper, “An Improved Shoulder 
Wheel,” in The Physical Therapy Review, October, 1949. 

Max K. Newman, M.D., and Kenneth B. Babcock, 
M.D., Detroit, published a paper, “Physical Medicine 
Bridges the Gap,” in The Monder Hospital, January, 
1950. 

Delmar F. Weaver, M.D., Detroit, published a paper, 
“Diagnosis and Treatment of Tumors of the Neck,” in 
the Annals of Otology, Rhinology and Laryngology for 
March, 1950. 

Wm. G. McEvitt, M.D., Detroit, “Treament of Acne 
Pits,” in JAMA, March 4, 1950. 

James A. Olson, M.D., E. H. Steffensen, M.D., R. R. 
Margulis, M.D., Richmond W. Smith, M.D., and E. L. 
Whitney, M.D., Detroit, on “ACTH in Ophthalmologic 
Conditions,” in JAMA, April 22, 1950. 


* * + 


Politics.—In the November election the second district 
in Wisconsin (Madison) represented by Glen R. Davis 
(R.) will have a democratic opponent pledged to the 
full Administration Socialistic Program, including 
socialized medicine. Representative Davis’ wife is a 
dentist, daughter of a dentist, sister of three dentists, 
sister-in-law of a dentist and physician. 

In speeches to labor groups May 3 and 4, National 
Security Administration for Ewing called the American 
Medical Association a “mercenary mouthpiece” despite 
whose opposition national health insurance “will win 
on its own merits.” 

The national democratic committees have published 
a campaign booklet “Better Medical Care That You 
Can Afford.” 
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VA Hospital Beds.—Secretary of Defense Johnson 
announced May 4 that the five Army and Navy General 
Hospitals will be de-activated by the end of June as 
scheduled. Two of the facilities—the Naval Hospital at 
Long Beach, Cal., and Army’s Oliver at Augusta, Ga., 
will be transferred to the Veterans Administration. The 
states of Pennsylvania, Massachusetts and Michigan are 
considering purchasing Valley Forge, Murphy and Percy 
Jones Hospitals. The VA will staff 500 of Oliver’s 
Hospital beds, 275 for general medical and surgical, and 
225 for tuberculosis. Plans for building a new 500 bed 
VA Hospital in Atlanta are canceled. The Birmingham 
General Hospital at Van Nuys, Cal., will be closed. 


* * 7 


Fifth Antihistamine Charged in Misleading Complaint 
by FTC.—Grove Laboratories, Inc., of St. Louis, is the 
fifth seller of antihistamines to be accused of false and 
misleading advertising by Federal Trade Commission. 
Formal complaint, to be made public today by FTC, 
lodges charges against Grove’s product ‘“Antamine,” 
similar to those placed against “Resistab,”’ ‘“Anahist,” 
“TInhiston” and “Kriptin.”” (WRMS Nos. 146 and 151.) 
Sole active ingredient of the mg. “Antamine” tablets is 
pyranisamine maleate, according to FTC complaint. Note: 
Commission members will hear oral arguments Wednes- 
day on Hick’s Liquid’ Capudine and a brace of “Dr. 
Miles” products, including Liquid Nervine, Nervine Tab- 
lets and Anti-Pain Pills. On Thursday, in Philadelphia, 
a hearing will be held before a FTC trial examiner on 
the government’s case against the medicinal ‘“Cystex,” 
marketed by Knox Company, of Los Angeles. As reported 
by WRMS last week, three days of hearings on “Anahist” 
and “Resistab”’ will be conducted in Cleveland next Mon- 
day, Tuesday and Wednesday.” WRMS, May 8, 1950. 


* + 


Campaign Fodder.—One thousand extra copies of last 
year’s health insurance hearings are being printed for 
use of Senate Labor and Public Welfare Committee. . 
Democratic National Committee is making available 4 
15-minute radio platter by FSA Administrator Oscar 
Ewing, giving his explanation of national health prob- 
lems. Timed for campaign use by local stations, it allows 
for a “live” opening and close. . . . The Committee also 
has under preparation a 32-page booklet on President 
Truman’s health program. It is particularly tailored 
for use in next fall’s elections. . . . Interest is picking up 
in a FSA report on voluntary health insurance, issued 
two months ago. One thousand reprints have been or- 
dered. . . . Various labor publications are admitting there 
is no hope for compulsory health insurance this session, 
but are urging members to work for candidates pledged to 
support President Truman’s plan. 
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New Improved 
Vitamin B 
Injection 


Manibee Injection Solution (improved) 
possesses the following clinical and prac- 
tical advantages: 





























1. The presence of a new highly sol- 
uble riboflavin (Hyflavin) which per- 
mits the injection of potent doses of 


this vitamin in a small volume of 
fluid. 



































2. The prepared solution is more con- 
venient than the dried vitamin B 
injections and permits withdrawal 
directly from the container into the 
syringe for immediate administra- 
tion. This also reduces the likeli- 
hood of contamination or waste due 
to accidental loss in preparing the 
solution. 















































3. The absence of unduly large 
amounts of niacinamide or other for- 
eign solubilizing agents. 























| 4. The presence of a balanced propor- 
| tion of B vitamins. 

| 

| 

















Each cc. contains thiamine hydrochlor- 
ide 25 mg., niacinamide 50 mg., calcium 
pantothenate 10 mg., pyridoxine hydro- 
chloride 5 mg., riboflavin equivalent (by 
microbiologic assay) 10 mg 





























Supplied in 10 cc. vials, and 1 cc. ampules 


MANIBEE (Endo) 
THE G. A. INGRAM COMPANY 


4444 Woodward Avenue, Detroit 1, Mich. 






























































(Continued from Page 730) 


Hanford Plant Physicians Switch to Private Practice.— 
Effective May 1, physicians and dentists at the Han- 
ford, Wash., plant of Atomic Energy Commission switch 
over from contract medicine to private practice of medi- 
cine. About 20,000 workers and their dependents are 
involved. AEC officials in Washington, discussing the 
change, said it resulted from an agreement between the 
plant’s medical service department and the physicians and 
dentists. Before the decision was made, a group of hos- 
pital consultants and a second group of nationally known 
specialists studied the situation and recommended that 
the salary-plus-bonus plan be dropped in favor of private 
practice. 


* * * 


The Medical and Scientific Library of the American 
Cancer Society has available for use a Package Lending 
Library of reprints on cancer covering the majority of 
articles published in the past ten years. This service is 
now available to doctors and research workers request- 
ing it. Reprints are sent post paid by the national of- 
fice to the individual requesting them who pays the re- 
turn postage. They ask that they be returned within a 
period of two weeks. They urge that requests be as 
specific as possible, and that general requests be avoided. 
For example, the volume of materials on cancer of the 
thyroid is obviously very great and to mail material of this 
bulk is impractical. However, if cancer of the thyroid- 
radioactive iodine as treatment is specified—the objec- 
tives of the Reprint Library would be served. 

Requests should be addressed to Miss Mildred D. Don- 
ohue, Medical Librarian, Medical and Scientific Library, 
American Cancer Society, Inc., 47 Beaver Street, New 
York 4, New York. © 


* * * 





Claims Ewing’s Trip a “Political Stunt.” —Federal Se- 
curity Administrator Ewing’s recent trip to England and 
his praise of the Health Service there was termed “a 
political stunt” by a practicing English physician in a 
letter to a New York City doctor friend, George Gray 
Ward. 

“Mr. Ewing should have made contact with the pro- 
fession itself, and he would have found almost through- 
out it an attitude of frustration and despair,’ the Eng- 
lish doctor wrote. 

He described general practice under the Health Act, 
pointing out the deterioration which is taking place in 
the medical care of the country. 

“This deterioration in the character of its doctors,” 
he wrote, “is the price the public will have to pay for 
getting medical service very much cheaper than hereto- 
fore. In this world nothing can be got for nothing, and 
cheap service is almost invariably poor service. 

“Behind the Act is the wide Socialist determination to 
level all men down (politicians excluded) to a monoto- 
nous sameness whose standards are fixed by the standard 
of the laziest and most incompetent. For Heaven’s sake, 
you in the U.S.A. keep out of it, if you want to keep 
clear of eventual totalizationism.” 


(Continued on Page 734) 
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The PELTON line affords the widest selection of 


private office sterilizers offered by any manufacturer: 


Portable Sterilizers, 8 to 20 inches, automatic 
or manual control, bright or satin chrome finish. 


Cabinet Models featuring enamel or laminated 
tops, with or without timer, double or single door 
. all with interior illumination. 


Autoclaves with selective temperature control at 
no extra cost. 


Water Sterilizers in 2- and 5-gallon sizes. 


Price conscious or luxury minded, your logical 


choice is PELTON. Write for complete details. 
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THE PELTON & CRANE CO., DETROIT 2, MICH. 
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Hyland dried plasma is 





irradiated 


to destroy the 
virus of homo- 
logous serum 
jaundice! 











HAZARDS Transmission of viral hepatitis 
GREATLY through plasma transfusion. Ul- 
REDUCED tra-violet radiation permits the 
omission of a preservative. 
PROTECTION Controlled ultraviolet radiation 
PROVIDED destroys the virus of viral hep- 
atitis, as well as possible bac- 
terial contaminants—thus pro- 
viding protection against trans- 
mitting homologous serum jaun- 
dice through plasma transfu- 
sion 
AVAILABLE In 50 cc, 250 cc, and 500 cc 
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sizes, packaged with sterile, non- 
pyrogenic diluent and 
double-ended needle used 
in restoration. Each 100 
cc contains approximate- 
ly 675 mg. of gamma 
globulin. Can be ob- 
tained with and without 
Hyland administration 
outfits. Can also be 
used with all other stand- 
ard administration equip- 
ment. 
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Stability — Constituents 
present at the time of 
preparation are retained 
for a period of at least 
five years. May be 
stored at prevailing 
temperatures. Immedi- 
ately available for 
emergency. 
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NOBLE-BLACKMER, INC. 


267 W. Michigan Ave., Jackson, Mich. 
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(Continued from Page 732) 


Gallup Poll Shows People Against Socialized Medicine. 


—The April 11 issue of Look magazine carries an article 
by Dr. George Gallup, public opinion polling specialist, 
in which he says that among the “informed group” the 
weight of sentiment against compulsory health insurance 
is about 3 to 2. The main reasons for opposition are (1) 
the cost and (2) the compulsory nature of the program 
which would require deductions from wages or salaries, 
and (3) fear that doctors would not be able to give in- 
dividual treatment of high quality. 


* * * 


The Michigan Pathological Society on February 11, 
1950, held its Detroit meeting in conjunction with the 
Detroit Urological Society, a branch of the American 
Urological Society, at Henry Ford Hospital. The after- 
noon and evenings were devoted to “Disease of the 
Urinary Tract.” R. E. Olsen, M.D., of Pontiac, presided. 

At the annual meeting in Ann Arbor in December, A. 
James French, M.D., of Ann Arbor, was named President- 
elect, and W. H. Stryker, M.D., of Wyandotte, was re- 
elected Secretary-Treasurer. 

* * * 


The American Board of Otolaryngology in May cele- 
brated its twenty-fifth anniversary and held its ‘twenty- 
fifth examination for certification. Two Michigan doc- 
tors have served on this board, Burt R. Shurly, M.D., of 
Detroit and James H. Maxwell, M.D. of Ann Arbor. 


* * * 


American Proctological Society.—The forty-ninth an- 
nual meeting of the American Proctological Society will 
occur in Los Angeles, California, July 2 to 5, 1950, at 
the Biltmore Hotel. Registration and Cocktail Party 
will be held on Sunday. Thereafter the programs start 
at 8:30 a.m. and run until 5:00 p.m. The last day, 
Wednesday, there will be a banquet at 7:00 p.m. A pro- 
gram has also been planned for the ladies each day. 


Ss << © 


James H. Maxwell, M.D., Professor of Otolaryngology, 
University of Michigan, Ann Arbor, will be again on 
the Faculty of the Research Study Club of Los An- 
geles in the twentieth annual Mid-winter Postgraduate 
Clinical Convention in Ophthalmology and Otolaryngol- 
ogy, January 15 through January 26, 1951. 


* * * 


Max K. Newman, M.D., Detroit, has been appointed 
to the Editorial Board of International Review of Physi- 
cal Medicine and Rehabilitation. 

Doctor Newman has filled the following speaking en- 
gagements: 

April 26, 1950—‘“Medical Control of Hemiplegia,” 
Symposium of Physical Medicine and Rehabilitation, 
Bay City, Michigan. 

May 1, 1950—‘A Program for the Chronic Patient 
in the Hospital Program—Physical Medicine and Re 
habilitation;’ Trisate Meeting, Chicago, Illinois. 

May 2, 1950—“The Relation of Physical Medicine to 


(Continued on Page 736) 
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50, at the American Heart Association study group 

Party to recommend the use of anticoagulants as 

} om part of basic therapy “‘in all cases of coronary 

‘ ne thrombosis with myocardial infarction.’”! 

y Long-acting Depo*-Heparin preparations 
meet the clinical requirements for prompt 
and readily controlled anticoagulant effects 

ology, in the treatment of coronary heart disease. 

i Pn Depo-Heparin Sodium, with or without vaso- 

Pee constrictors, provides the natural anticoagu- 

vagtl lant in a gelatin and dextrose vehicle to 
produce anticoagulant effects for 24 hours or 
longer with a single injection. 

— Methods of extraction, purification and assay 

Physi have been so perfected by recent investigations 
of Upjohn research workers that Depo-Hepa- 

g en- rin is now available in full clinical supply. 

a 1. Wright, et al: Am. Heart J. 36,801 (Dec.) 1948. 
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is ECONOMICAL © 


The MF-49, adaptable to all recognized 
diathermy technics, is illustrated here 
with the contour applicator. Air-spaced 
electrodes, induction cable, and elec- 
trodes for cuff technic can also be used. 
A smooth current is provided for 
minor electrosurgery. 
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Physical Medicine and Rehabilitation, 
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Price of Unit with contour applicator 
as illustrated $567.50 F.O.B. Factory. 
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Psychiatry.”’ Meeting of the American Psychiatric As- 
sociation, Detroit, Michigan. 

May 10, 1950—“The Medical Management of Periph- 
eral Neuromuscular Dysfunction Due to Cerebral Vas- 
cular Accidents.” Mid-western Section of the American 
Congress of Physical Medicine, Iowa City, Iowa. 





~ * * 





Commenting on the Florida primary election defeat 
of Senator Claude E. Pepper by Representative George 
Smathers, Ernest E. Irons, M.D., President of the Amer- 
ican Medical Association, issued the following statement 
on May 3: 


“The result of the Democratic primary election in 
Florida, which provided a clear-cut test of voter senti- 
ment, is reassuring evidence that the American people 
are veering away from the blandishments and empty 
promises of the socializers. Senator Pepper has been an 
arch-advocate of State Socialism, and his rejection by 
the Florida voters should serve as a warning to the 
Federal Administration that the American people will 
not permit any further abridgment of their fundamental 
freedoms. 


“It is highly significant that National Compulsory 
Health Insurance was one of the two major issues raised 
in the Florida campaign. Senator Pepper openly en- 
dorsed the plan for political medicine. Representative 
Smathers, on the other hand, vigorously opposed Com- 
pulsory Health Insurance and the entire socialistic pro- 
gram.” 

* * 

The Michigan State Board of Registration in Medicine 
will hold an examination Monday, Tuesday and Wednes- 
day, June 12, 13 and 14, 1950, concurrently in the Lec- 
ture Room, Second Floor, University Hospital, Ann 
Arbor, Michigan, and the Auditorium of the College of 
Medicine, Wayne University, Detroit, Michigan. 


The Administrative and Executive Session of the Michi- 
gan State Board of Registration in Medicine will be 
held in Parlor A, Hotel Olds, Lansing, Michigan, on 
Thursday, June 15, 1950. 


* * = 


Cortisone.—Reduction in the price of cortisone is 
announced effective May 1, for the supplies available 
for clinical investigation from $40.50 to $33 per vial con- 
taining 300 milligrams. This reduces the price of corti- 
sone from $135 to $110 per gram. 


Increased production of cortisone during the remain- 
der of this year will make it available for wide-range in- 
vestigation of rheumatoid arthritis, rheumatic fever, and 
other diseases. 


This is the third reduction in price since August, 1949, 


when cortisone was first offered at $60 per 300-milligram 
vial, equivalent to $200 per gram. 





* * 


Polls Show Strong Opposition to Socialized Medicine. 
—Overwhelming public opposition to compulsory health 
insurance is registered in three polls conducted by Repre- 
sentatives. Results of the two polls completed have been 


(Continued on Page 738) 
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It could happen to you; that ‘‘now-what-have-I-done” feeling that raced through the GE 


chi- salesman’s mind as the Lynchburg, Virginia, officer curbed him with screaming siren. 
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on But read the story behind it. An emergency service call came in from 


Lynchburg to the Richmond office. The GE salesman in that area was enroute to 
take care of a previous call which took him through Lynchburg. GE immediately 
is & phoned the Chief of Police in Lynchburg and enlisted his cooperation in stopping 
ble § the salesman as he entered town. Needless to add, emergency service was soon 


ne effected and a Lynchburg hospital’s X-ray equipment was back in service in minutes! 
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published in the Congressional Record while about one- 
fourth of the last survey has been tabulated. 

Rep. J. Harry McGregor of Ohio, sampling his dis- 
trict on this and other subjects, found that only 10 per 
cent of the people wanted socialized medicine. Mr. Mc- 
Gregor asked 12 questions, including: “Do you favor any 
type of federal legislation placing the medical and dental 
profession and operation of our hospitals under Federal 
control?” Two thousand replies were received. Mr. Mc- 
Gregor does not give the numerical totals but lists the 
replies as ten per cent yes, 90 per cent no. A break- 
down by professions shows opposition from 99 per cent 
of the businessmen, salesmen, professional and retired 
people. Next in line in opposition were housewives, 98 
per cent opposed; farmers 97 per cent and attorneys and 
barbers 96 per cent. Socialized medicine had its strong- 
est support among school teachers, 12 per cent of whom 
answered yes. 


A similar survey by Rep. Thomas E. Martin of Iowa 
showed only about 14 per cent in favor. Mr. Martin 
sent out approximately 25,000 questionnaires and re- 
ceived 4,221 replies, regarded as an ample proportion 
for a reliable sample. Among 18 questions he listed this: 
“Do you favor socialized medicine?” Responses totaled 
575 yes and 3,409 no. Significantly both of these dis- 
tricts are almost evenly divided between rural and urban 
residents. 


Of the 95,000 questionnaires Rep. Henry J. Latham of 
New York sent, 20,000 have been returned thus far but 
only 5,000 tabulated. In his Queens district only 13 
per cent of those tabulated answered yes to the ques- 
tion: “Do you favor socialized medicine ?”—753 answered 
yes, 4,424 no. A second question read: “Do you favor 
a national health program which would not socialize 
health services but would supply Federal grants and 
aids to the States and communities for health purposes?” 
On this 3,009 said yes and 2,136 answered no. 


* * * 


Medical Department Takes Over Care of Military 
Force Civilian Employes.—A new directive by Defense 
Secretary Johnson puts the three Surgeons General in 
direct charge of supplying medical service to the armed 
forces’ 400,000 civilian employes in the United States. 
A small saving will be effected, but economy is not the 
reason for the shift, according to the Office of Medical 
Services, which will have overall administrative, tech- 
nical and professional control of the program. The main 
objectives are to set up a uniform system of medical 
care for civilian employes of the three services, and to 
bring the program directly under control of the medical 
departments. The change is effective on July 1. Cur- 
rently a dozen or more departments and agencies are in- 
volved in furnishing medical care to these civilian em- 
ployes. 


* * * 


The Ingham County Medical Society held its 16th 
Annual Clinic in Lansing on May 4, 1950. Two-hun- 
dred and twenty-five doctors of medicine of Ingham and 
neighboring Counties attended the afternoon Clinic at 
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which Richard B. Cattell, M.D., and Everett D. Keifer, 
M.D., of Boston, Massachusetts, presented a Sympo- 
sium on “Diseases of the Upper Gastro-Intestinal Tract.” 

After a social hour and dinner, Mr. Jeoffrey Myers, 
a surgeon Penzance, England, discussed “Socialization 
of the Medical Profession,” and Dr. Cattell read a paper 
on “The Management of Surgical Diseases of the Pan- 
creas.” 

* aa _ 

The Committees of the MSMS House of Delegates 
and of The Council are printed in this number of 
JMSMS, on Pages 622 and 624. The list comprises twenty 
seven committees; these are in addition to the twenty- 
three committees of the Michigan State Medical Society, 


* * 


The American Congress of Physical Medicine will 
hold its 28th Annual Scientific and Clinical Session at 
the Hotel Statler, Boston, Massachusetts, August 28-31 
and September 1, 1950. For information and program, 
write the Congress at 30 N. Michigan Ave., Chicago 2, 
Illinois. 

* * * 

“Future Nurses Club in Michigan’s High Schools” is 
the title of a new folder issued by the Michigan Nurs- 
ing Center Association which aids members of such 
groups—now in their thirteenth year—to explore nurs- 
ing as a possible future vocation. Copies are available 
by writing the Center at 750 E. Main St., Lansing 12, 
Michigan. 
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Bay County Medical Society held its Second Annual 
Symposium on Clinical Medicine and Rehabilitation in 
Bay City on April 26 with an attendance of eighty-two, 
Speakers were Frederick G. House, M. D., Ann Arbor, 
Morton Hoberman, M.D., New York, W. D. Paul, M.D., 
Iowa City, E. S. Gurdjian, M.D., Detroit, and M. K, 
Newman, M.D., Detroit. At the dinner M. A. Knapp, 
M.D., of Minneapolis, Minnesota, and Allen H. Rus. 
sek, M.D., of New York were the featured speakers. 

* * * 


Elmer L. Henderson, M.D., of Louisville, Kentucky, 
who in September will be President of the American 
Medical Association, will address the MSMS House of 
Delegates on Tuesday, September 19, and also will speak 
at the MSMS Officers Night Ceremonies of Wednesday, 
September 20, 8:00 p.m. Members of the Michigan State 
Medical Society, their wives and friends, are cordially 
invited to this Wednesday evening public meeting. 

















* + 





The American Academy of General Practice of Wayne 
County elected the following officers at its annual meet- 
ing, March 9: President, John A. Maloney, M.D.; Vice 
President, Perry C. Gittens; Secretary, M. H. Marks, 
M.D.; Treasurer, Harold F. Raynor, M.D. 

William P. Curtiss, M.D., was elected to the Executive 
Committee to fill the unexpired term of M. H. Miller, 
M.D. Ralph Rueger, M.D., was appointed a member 
of the Executive Committee for one year of the unex- 
pired term of John A. Maloney, M.D. 
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Doctor... 


Here are two great Spot Tests that simplify urinalysis 














GALATEST | 


The simplest, fastest urine sugar test 
known. 








A LITTLE POWDER 


ACETONE TEST 


For the rapid detection of Acetone in urine er in blood 
plasma. 





(DENCO) 











A LITTLE URINE 


S 
Cis 


Galatest and Acetone Test (Denco) . . . Spot Tests that require no 
special laboratory equipment, liquid reagents, or external sources of 
heat. One or two drops of the specimen to be tested are dropped 
upon a little of the powder and a color reaction occurs immediately 
False positive reactions do 
not occur. Because of the simple technique required, error resulting 
from faulty procedure is eliminated. Both tests are ideally suited for 
office use, laboratory, bedside, and “mass-testing.” 
dividual tests for urine sugar were carried out in Armed Forces in- 
duction and separation centers, and in Diabetes Detection Drives. 


if acetone or reducing sugar is present. 


The speed, accuracy and economy of Galatest and Acetone Test 
(Denco) have been well established. Diabetics are easily taught 
the simple technique. Acetone Test (Denco) may also be used for 


the detection of blood plasma acetone. 


Write for descriptive literature. 


THE DENVER CHEMICAL MFG. CO., INC. 
163 Varick Street, New York 13, N. Y. 


COLOR REACTION IMMEDIATELY 
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MEDICAL 





1850 PONTIAC ROAD 


RNASE Nene re oe 


Emit L. FRoericHer, M.D. 








Telephone 944] 


Leo H. BarTEMEIER, M.D. 
Chairman of the Board A private hospital 25 miles north of Detroit 
Clinical Director 


Mr. GRAHAM SHINNICK 
Manager 


illness—psychoanalytically trained resident 
cians. 


THE HAVEN SANITARIUM, INC. 


ROCHESTER, MICHIGAN 


for the 


diagnosis and treatment of mental and emotional 


physi- 











GINGER ALE 


| Developed by Michigan’s First Registered Pharmacist 
e 


Recommended by Eminent Michigan Physicians 
* 


FLAVOR MELLOWED 4 YEARS IN WOOD 





A PREFERRED BEVERAGE FOR HOME AND HOSPITAL 


—eEE EOP EIEIO OIE IE IE IE IE 
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THE 
MEDICAL PROTECTIVE 
COMPANY 


ForT WAYNE. INDIANA 


Professional Protection 


Exclusively 


since 1899 





DETROIT Office: 


George A. Triplett, A. G. Schulz and 
Richard K. Wind, Representatives, 
203 Medical Arts Bldg. 
13710-14 Woodward Ave. 


Telephone Townsend 8-7980 











Cook County Graduate School of Medicine 


ANNOUNCES CONTINUOUS COURSES 
SURGERY—Intensive Course in ag Technic, two 

weeks, starting June 19, July 24, August 21. 

Surgical Technic, Surgical Anatomy and Clinical Sur- 
gery, four weeks, starting July 10, August 7, Sep- 
tember 11. 

Personal Course in General 
starting September 25. 

Surgery of Colon and Rectum, 
September 11. 

Esophageal Surgery, one week, starting October 16. 

Breast and Thyroid Surgery, one week, starting June 
26, October 2. 

Thoracic Surgery, one week, starting June 12, October 


Surgery, two weeks, 


one week, starting 


9. 
Gallbladder Surgery, ten hours, starting June 19, Oc- 
tober 23. 
Fractures and Traumatic Surgery, two weeks starting 
June 12, October 9. 
Basic Principles in General Surgery, two weeks start- 
ing September 11. 
GY NECOLOGY—Intensive Course, two weeks, starting 
June 19, September 25. 
Vaginal Approach to Pelvic Surgery, one week, start- 
_. September 18. 
OBSTETRICS—Intensive Course, two weeks, 
September 11. 
MEDICINE—Intensive 
starting October 2. 
Electrocardiography and Heart Disease, 
starting July 17 
Gastroscopy. two weeks, starting July 17, September 


DERMATOLOGY—Formal Course, two weeks, starting 
October 16. Informal Clinical Course every two 


starting 


General Course, two weeks, 


two weeks, 


weeks. 
UROLOGY—Intensive Course, two weeks, starting 
September 25. 
Cystoscopy, Ten Day Practical 
weeks, 
General, Intensive and Special Courses in all Branches of 
Medicine, Surgery and the Specialties. 


TEACHING FACULTY—ATTENDING 
STAFF OF COOK COUNTY HOSPITAL 


Address: REGISTRAR, 427 South Honore Street 
Chicago 12, Illinois 


Course, every two 
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Russell G. Cushing, M.D., and John H. Schlemer, 
M.D., were elected to the Executive Committee for , 
period of three years. 


* + 


Cerebral Palsy: A two weeks’ intensive course in cere. 
bral palsy will be given by M. A. Perlstein, M.D., Chi. 
cago, at the Cook County Graduate School of Medicine 
from July 31 to August 12, 1950. For information and 
application, write Mr. James F. Askin, Registrar, Medi. 
cal School, 185 N. Wabash Ave., Chicago, Illinois. 

* * 

The auditor’s report (Ernst & Ernst) covering the 
MSMS books for 1949, together with the budgets of 
the State Medical Society for the year 1950, were pub. 
lished in JMSMS, March number, beginning on Page 
358. 

* * 

Postgraduate Training in Industrial Health.—General 
Motors recently announced that in cooperation with the 
University of Michigan, Ann Arbor, it is inaugurating 
a postgraduate training program in industrial health 
techniques for young physicians who have completed their 
internships. Under the program, the physicians will be 
in the employ of General Motors for 12 months. Eight 
months of this period -will be served in the medical d 
partments of General Motors and four months will | 
spent at the University of Michigan School of Publ 
Health. This program, which compares with the residen 
hospital training many young physicians now undergo 
in other fields of medicine and surgery, was conceived 
by Max R. Burnell, M.D., Detroit, medical director of 
General Motors; Drs. Henry F. Vaughan, dean of the 
School of Public Health, and C. D. Selby, Detroit, resi- 
dent lecturer in industrial health at the university. Any 
young man who has completed his internship in an ap- 
proved hospital and is interested in industrial health 
work may apply for this training program through the 
General Motors Medical Director, General Motors Build- 
ing, Detroit. Young physicians now serving their intern- 
ship may begin this program after July 1.—JAMA Medi- 
cal News, April 29, 1950. 

* * * 

The Michigan Proctologic Society will hold a dinner 
meeting on Thursday, September 21, Book-Cadillac Ho- 
tel, Detroit—during the MSMS Annual Session. 

For reservation and program, write E. F. Sladek, 
M.D., President, 123 E. Front St., Traverse City, Michi- 
gan. 

* * * 

Uhlman Optical Company in Michigan will be known 
henceforth as “Ion Optical Company.” The controlling 
stock of the Uhlman Optical Company in Michigan was 
purchased by M. E. Ion last February. The address of 
the Ion Optical Company will be the same as Uhlman’s, 
in the past, 28 W. Adams Ave., Detroit 31, Michigan. 

* * * 

“G. P.,” the Journal of the American Academy o 
General Practice, has as its Medical Editor, Walter C. 
Alvarez, M.D., Senior Consultant, Division of Medicine, 
Mayo Clinic, Rochester, Minnesota. 

* * * 


(Continued on Page 744) 
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insulin electric shock and dietotherapy. 








F. M. GROGAN, M.D. 
Medical Director 


MICHAEL LEWIS, M.D. 
Associate 


1300 Grant road 
Phone: Republic 5141 





One of Five Main Buildings 


GLENWOOD SANITARIUM 


St. Louis, Missouri 
Nervous and mental. All accepted types of therapy available. 


Five patient buildings afford separate accommodations for acutely ill, the mild and convalescent and for long 
term hospital care. Single rooms, with or without private bath. Suites available. A new air conditioned 
building with 100 patient rooms, private baths, nearing completion. 

Recreational and occupational therapy. Craft and hobby shop. Facilities for out of door activities, tennis 
courts, out-door kitchen, two miles of walkways. 50 acres, beautifully wooded and landscaped, suburban 
to St. Louis, secluded but easily accessible by bus or automobile. 


Write or call for further information. 





Individualized attention to psychotherapy, 


Advisory Medical Staff: 
Robert M. Bell, M.D. 
Robert E. Britt, M.D. 
Robert D. Brookes, M.D. 
Archie D. Carr, M.D 
Arthur H. Deppe, M.D. 
Sydney B. Maughs, M.D. 
Hans B. Molholm, M.D. 
Walter L. Moore, M.D. 

















VOTING REGISTRATIONS SURPRISING 


The Public Policy Committee and the Auxiliary are 
considering a spot check of voting registrations in Okla- 
homa. Such a check in Summit County, Ohio (Akron) 
revealed some startling facts. How would your county 
How 


compare with these Summit County findings? 


about taking the initiative in checking your locality? 


18% of the physicians in the county did not vote in 
the 1948 election—13% of them were not even registered 
and therefore not eligible to vote. 


22% of the wives of physicians did not vote—16% of 
them were not registered. 


10% of the members of the Rotary Club did not 
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vote—3% not registered. The tally for Kiwanis Club 
members was about the same. 


18% of the druggists did not vote—15% not registered. 
11% of the teachers did not vote—6% not registered. 


32% of the bank employes, including executives, did 
not vote—26% were not even registered. 


33% of the ministers did not vote—29% not registered. 


34% of the retail grocers did not vote—29% were not 
registered. 


And look at this: 21% of the members of the Cham- 
ber of Commerce did not vote—15% of them were not 
even registered. 
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Designed for the Doctor 


NON-CANCELLABLE 


Guaranteed 


RENEWABLE 


ACCIDENT & HEALTH 


INSURANCE 


For Members of the Society 
Greatly Reduced Rates 


Call Today 


Whiting and Whiting 


INSURANCE—ALL FORMS 
WoOodward 5-3040 
520 FORD BLDG. 2 DETROIT 26 
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“House Committee investigating lobbying is question. 
ing the use of public funds by Social Security Director 
Oscar Ewing for his junket to Europe, charging he used 
it for furthering the case for compulsory health insur. 
ance.” OSMA Gram (Ohio State Medical Association), 
April 17, 1950. 

* + * 

The new Maternity Hospital at the University of 
Michigan was placed in use on February 14, 1950. This 
$1,725,000 building accommodates 77 patients and 8? 
babies and is an addition to the University Hospital. 





* 





* * 


W. B. Harm, M.D., Detroit, has been appointed as 
Chairman of the MSMS representatives to the Liaison 
Committee with the Michigan State Board of Registra- 
tion in Medicine, which Committee is studying pro- 
posed amendments to the Medical Practice Act of 1899. 





* * * 


Arch Walls, M.D., Detroit, was elected Chairman of 
the Board of Directors of the American Academy of Gen- 
eral Practice at the 1950 meeting in St. Louis. Con- 
gratulations, Dr. Walls! 





Fourteen per cent of tuberculosis 
deaths in Michigan occur at home, ac- 
cording to a study by the Federal Se- 
curity Agency. Michigan ranks third in 
the United States—surpassed by only 
the District of Columbia and Minnesota ee 
and equalled by New York and Wash- 
ington. Even at this rate, however, each 
year two hundred Michigan families are 
exposed to the hazards of terminal 
tuberculosis in their homes. Continued 
stress by the medical profession on 
hospital care for the tuberculous and 
earlier diagnosis are urged for protec- 


tion to these families. B 
a 


Michigan Tuberculosis Association 











The Muskegon County Medical Society Bulletin of Vv 
May, 1950, was dedicated to the late Archie McCrea, 
Editor of the Muskegon Chronicle for many years. The 
esteem in which Editor McCrea was held by all who 
knew him—including the medical profession—is best in- 
dicated by the action of the Muskegon County Medical 
Society Editorial Board. 


* * + 
“Elementary Refraction” by F. D. B. Waltz, M.D., is WI 
available, free of charge to MSMS members. For a copy, ‘YE 
write Larkins Optical Company, 1008 Kales Building, 16 
Detroit 26, Michigan. _ 
* * # TI 
“Doctors are Citizens.”—All members of the Michi- 


gan State Medical Society recently received copies of 4 
small leaflet “Doctors are Citizens” printed by the AMA 
National Education Campaign. This valuable informa- 


(Continued on Page 746) = 
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North Shore 
Health Resort 


Winnetka, Illinois 


on the Shores of 
Lake Michigan 


A completely equipped sanitarium for the care of 
nervous and mental disorders, alcoholism and drug addiction 


offering all forms of treatment, including electric shock. 


SAMUEL LIEBMAN, M:S., M.D. 
225 Sheridan Road Medical Director Phone Winnetka 6-0211 



























BIOLOGICALS | | ARTIFICIAL LimBs 


AND PLASTIC ARMS 


BIOCHEMICALS || gp sconces 


Aureomycin, Bacitracin, Chloromycetin 
Penicillin (all forms), Curative Sera 
Vaccines, Toxoids, Laboratory Material. everything the normal 


person can do. 








Complete Stocks 


the new above-knee suc- 





E xper tH andling tion socket limb, which 
requires no pelvic belt or 
When in urgent need of materials of these any type of suspension. 


types contact us by telephone (Toledo L.D. 


167) and immediate shipment will be E.H. ROWLEY CO., Inc. 


de. 
th R ; TO. 8-6424 TO 8-1038 
38 Years in Business 
C up p & Bowman Comp any 11330 Woodward Ave.—Detroit 2 
315-319 Superior Street LANSING BRANCH 
Toledo 3, Ohio 1129 N. WASHINGTON—PHONE 9-5217 

















Precision made artificial 
limbs manufactured by 
us have made Rowley us- 
ers capable of doing most 


We manufacture and fit 
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tion should be read by every doctor of medicine and the 
leaflet should be kept on file for reference and for work 
between now and November 7. 
_ _ + 
MSMS Committee Appointments.— President Elect 
C. E. Umphrey, M.D., Detroit, wishes to appoint to the 
MSMS Committees for 1950-51 those members who are 
interested in working for the Society and for Medicine 
during the ensuing year. Dr. Umphrey invites every such 
member to send his name and address to him (13331 
Livernois Ave., Detroit 4, Michigan) and to indicate the 
Committee on which he would like to serve, giving a 
second choice. The list of MSMS Committees will be 
found among the first 10 pages of the May Journal, 
MSMS. 


Important Meetings 

1. MSMS Annual Session, Book-Cadillac Hotel, De- 
troit, week of September 18, 1950. 

2. Michigan Postgraduate Clinical Institute, Book- 
Cadillac Hotel, Detroit, March 14-15-16, 1951. Get your 
hotel reservations early—especially for the September 
meeting. 


Let "Em Eat Cake 

In need of medical care, British cabinet officers Sir 
Stafford Cripps and Ernest Bevin last summer left Eng- 
land, sought treatment and hospitalization in Switzer- 


land.—“‘Future” magazine for Calif. Medical Students, 
Interns & Residents, published by Calif. Med. Asso. 


. * © 


L. Fernald Foster, M.D., Bay City, Secretary of the 
Michigan State Medical Society, spoke at the Women’s 
Town Meeting in Detroit, March 27, on “Socialized 
Medicine”’; to the Annual Banquet of the Alpha Kappa 
Kappa Fraternity in Columbus, Ohio, March 30, on 
“Medical Public Relations”; and to the Wexford County 
Medical Society’s Public Meeting in Cadillac, April 14, 
on “Compulsory Health Insurance.” Dr. Foster also pre- 
sented talks at the followine Press Conferences: Battle 
Creek, February 24; Traverse City, March 3; Detroit, 
March 7; Flint, March 15; Grand Rapids, March 17; and 
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J. S. DeTar, M.D., Milan, MSMS Councilor, gg 
talks to the following organizations: Milan Rotary (| 
January 17; Michigan Association of Supervisors, Ja 
uary 25; Milan Kiwanis Club, January 26; Michig 
Capital Club, Lansing, February 6; Ypsilanti Liog 
Club, February 7; Ann Arbor Business and Profession 
Women’s Club, February 14; Detroit Colony Club, Febn 
ary 15; Bay County Auxiliary Medical Society, Febn 
ary 28; Livingston County Medical Society, March 
South Lyons Kiwanis Club, April 3; Monroe Coun 
Medical Society, April 4; Fond DuLac, Wisconsin Con 
munity meeting, April 18; University of Michigan St 
dent Body, May 13; Wayne University Student Body 
May 15; Wayne County Druggists, May 12; and ty 
Monroe Kiwanis Club, May 25. 


* * * 



















PREVE 





A summer camp for diabetic children will be conduc: 
ed for the second season under the auspices of The Chi 
cago Diabetes Association, Inc. 

Because the first season was so successful, a largeliinits he 
group of campers of wider age ranges will be accommo! 00,000 
dated this year at Holiday Home, Lake Geneva, Wis ‘ 
consin, from August 8 to August 29. 

In addition to the regular personnel of the Cam) 
there will be a staff of dietitians and resident physicianggour tin 
trained in the care of diabetic children, furnished bind rep 








o be e 
jates t 


The Chicago Diabetes Association. he tre: 
Boys and girls, ages eight to fourteen years inclusive) i aie 

will be accepted at a fee of $120.00 (which covers thre 
weeks camping and transportation from Chicago.) Fe por 
reductions may be arranged according to circumstance b 
Physicians are requested to notify parents of diabetic a : 
m 


children and to supply the names of children who woul 
like to attend. Correspondence should be addressed to pf pati 
The Chicago Diabetes Association, 950 East 59th Street, drugs h 








Chicago 37, Illinois. of dru: 
Limited capacity requires prompt application. heidi 

* * * 
‘ proups 
The “Tax Bite.” 
When you buy a car costing $1,500 at the factory you pathog 


pay a tax of $105 to the Federal Government alone—Bidiazine 
7 per cent. The total tax on a car costing $2,100 de ian 
livered is $700. The Federal Government collects as 4 set 
hidden tax one and one-half cents on a gallon of gas0-Bito rept 
line, six cents a gallon on lubricating oil, five cents 4 ; 

. : : b east fi' 
pound on tires and nine cents a pound on inner tubes. 





Kalamazoo, March 24. A quart of milk costing twenty-one cents carries eight onger 
cents hidden tax. A nineteen-cent package of cigarettes “Sel 
* * ° ° ance 
carries eleven cents in tax. 
You insist on the best professional care for illness in your Perh 
cinoma 


family. 


Mays 
ul 





Why compromise: with anything but the best 
counsel in matters of taxes and in building your estate? 


CAN PM HELP YOUP 


“PROFESSIONAL 
“MANAGEMENT 


A COIMPLETE BUSINESS SERVICE FOR THE NNEDICAL PROFESSION 





both o1 





Security Bank Building — Battle Creek 


SAGINAW — GRAND RAPIDS 
DETROIT 


Affiliated Offices in Other Cities 





—__ 


—* 
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PREVENTIVE PEDIATRICS 





The Chi 
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nits have been used and ingestion of 100,000 to 
200,000 units of penicillin daily have been reported 
Ho be effective by many writers. Kohn and asso- 
fiates tried penicillin in doses of 200,000 units 
our times a day for the first week in each month 
pnd reported no recurrences of rheumatic fever in 
he treated group. Two control groups showed 
11 and 19 per cent recurrences. 


| Both the sulfa group of drugs and penicillin 
ave been shown to discourage the growth of group 
\ hemolytic streptococci in nose and throat cultures 
pf patients with chronic rheumatic fever. Both 
trugs have disadvantages. If one of the sulfa group 
of drugs is employed, repeated urine and blood 
tudies are necessary as a safety measure. Both 
groups of drugs have been found to allow drug-fast 
pathogens to be cultured. The use of either sulfa- 
diazine or penicillin as prophylactic agents should 
e used in the opinion of most writers. It is wise 
to repeat the course of prophylactic drug for at 
least five years in succession, as it is known that the 
longer the interval between recurrences, the less 
hance of chronic heart muscle damage. 





Perhaps as many as two-thirds of all ovarian car- 
Cinomas are bilateral; few benign growths appear in 
both ovaries. 


The Mary E. Pogue School 


Complete facilities for training Retarded and 
Epileptic children educationally and __ socially. 
Pupils per teacher strictly limited. Excellent 
educational, physical and occupational therapy 
programs. ae . 7 

Recreational facilities include riding, group 
games, selected movies under competent super- 
vision of skilled personnel. 


Catalogue on request. 


G. H. Marquardt, M.D. Barclay J. MacGregor 
Medical Director Registrar 


26 GENEVA ROAD, WHEATON. ILL. 
(Near Chicago) 

















THE THERAPY ON NON-TUBERCULOUS 
URINARY TRACT INFECTIONS 


(Continued from Page 681) 


fact, one is often happily surprised in treating an 
infection which proves refractory to all the new 
agents to find it quickly responsive to one of these 
cheap and time-honored remedies. 

The treatment of persistent amicrobic pyuria in 
the absence of urinary tract tuberculosis, is often 
nicely accomplished by the aid of intravenous 
arsenicals such as mapharsen or neoarsphenamine. 
The latter drug given in doses of 0.3 to 0.6 gram 
intravenously two to three times per week for 
one-and-a-half to two weeks is usually effective. In 
view of the known effectiveness of aureomycin in 
virus infections, therapeutic trial of this agent in 
amicrobic pyuria will be of interest in the future. 


Summary 


1. The desirability of standard practices in the 
collection and examination of the urine for the 
diagnosis of urinary tract infections is stressed. 

2. The necessity for detailed examination of 
the urinary tract in the face of failure of an initial 
trial of therapy to rule out contributing factors is 
emphasized. 

3. The use of the chemotherapeutic and anti- 
biotic agents now available to the physician is dis- 
cussed from the standpoint of the therapy of acute 
and resistant urinary tract infections. 





All types of 


Frame Trusses 











Surgical Appliances 
Supporting Belts 


FRANK C. MACFARLAND 


Pomeroy Surgical Appliances 
successor to 
Pomeroy-Macfarland Company 


1108 Kales Building 











Elastic Stockings Braces 76 West Adams 
Made to meet the requirements Detroit 26, Michigan 
of individual users. WoOodward 2-3346 
June, 1950 747 


Say you saw it in 





the Journal of the Michigan State Medical Society 








' Better Taste, 
Better Taste 


SS 











Bis as 





ACCIDENT + HOSPITAL - SICKNESS 


INSURANCE 


FOR PHYSICIANS, SURGEONS, DENTISTS EXCLUSIVELY 







PHYSICIANS 
SURGEONS 
DENTISTS 


Ait ALL 






COME FROM 








$5,000.00 accidental death............... $8.00 
$25.00 weekly indemnity, accident Quarterly 
and sickness 


$10,000.00 accidental death............. $16.00 
$50.00 weekly indemnity, accident Quarterly 
and sickness 


$15,000.00 accidental death.............. $24.00 
$75.00 weekly indemnity, accident Quarterly 
and sickness 


$20,000.00 accidental death............. $32.00 
$100.00 weekly indemnity, accident Quarterly 
and sickness 
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members’ benefits 
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Acknowledgment of all books received will be made in this colum, 
and this will be deemed by us as a full compensation to thoy 
sending them. A selection will be made for review, as expedien, 


CLINICAL PATHOLOGY. Application and Interpretation. }; 
Benjamin B. Wells, M.D., PhD. Professor of Medicine, Uji. 
versity of Arkansas School of Medicine, Little Rock, Arkansas, 
Illustrated. Philadelphia: W. B. Saunders Co., 1950. Price, $6.0), 
While this type of book is an important one to place in 

the hands of the medical profession, its content under 

different titles is probably more ably presented in other 
books. Portions of it, such as the laboratory procedures 
employed in gastrointestinal diseases and their signif. 
cance, are very good from a clinician’s standpoint. On 
the other hand, it does not exactly conform to the con- 
sensus in the evaluation of certain ‘liver function tests, 

Hematology, from a clinical standpoint, is not presented 

particularly well and rather than relying on this book, 

one should consult some of the more recent clinical 
works in this specialty. 


The book, for a slender volume, does pack a lot off 
parent 


material between its covers, but perhaps the effort to be 
all-inclusive is its major fault. 


SAW-GE-MAH (Medicine Man). By Louis J. Gariepy, M.D., 
Saint Paul, Minnesota: Northland Press, 1950. Price $3.00. 
Saw-Ge-Mah is a delightful story of the life of Dr. 

Hal Adams. The hero struggles against almost insuper- 
able odds to gain advancement toward his ambition to 
study medicine. The course is long, but leads to suc- 
cess. The young doctor advances to success by strict 
attention to the rendering of the very best care of which 
he is capable. In order to give his people even better 
attention he establishes a clinic. Later he is instrumental 
in establishing a Sisters of Mercy Hospital in Detroit, and 
becomes Chief of Staff. In the meantime, after starting 
general medicine, he has given his attention to surgery 
and becomes a recognized surgeon. But he gives up his 
specialty during the depression years in order to give 
better care to his patients. 


At the close of the book, after the doctor and his wife 
return from Italy, where he presents a paper at the In- 
ternational College of Surgeons, the hero resigns his 
hospital appointment in Detroit and returns to the Bluf- 
town of his origin where he again becomes Saw-Ge-Mah 
to his Indian friends who gave him his first start. 


The book is supposed not to be autobiographical, but is 
a most complete and excellent historical novel of the 
biographical order. Those of our readers who know 
Lou Gariepy will be delighted to read his book, and fot 
those who do not know the author, a treat is in store. 


NAPT BULLETIN, October, 1949. Bulletin of the Nationa! Asso 
ciation for the Prevention of Tuberculosis, London, England. 


The back cover carries in color the Tuberculosis ©ross, 
the same as we use, and the legend “Buy Christmas 
Seals.” 
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cially eclampsia and severe pre-eclampsia, is di- 


are preparing a more careful review of this ap- 
parent tendency so that expectancy figures with- 
out stilbestrol can be more exact for our group. 
When we use expectancy percentages published by 


Dieckmann’, Page and Cox, Torpin et al, it pro- 


duces expectancy figures much higher than any 


we actually experience. 
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qd. All important laboratory exam- 
inations; including— 


Tissue Diagnosis 

The Wassermann and Kahn Tests 
Blood Chemistry 

Bacteriology and Clinical Pathology 
Basal Metabolism 
Aschheim-Zondek Pregnancy Test 


Intravenous Therapy with rest rooms for 
Patients 


Electrocardiograms 
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DETROIT PHYSIOLOGICAL SOCIETY 
Specificity of Antithromboplastic Activities 
(Continued from Page 685) 


boemboli known to the pathologist. When blood 
serum from human subjects or from various animal 
species is mixed with the extracts, they are less 
toxic. This detoxication has been attributed to a 
substance called antithromboplastin because it was 
presumed to act directly on thromboplastin. It 
could, however, act on prothrombin, Ac-globulin, 
or even other activators. Proof for the specificity 
of the antithromboplastic activity is still necessary. 


The preparation of antithromboplastin demon- 
strates the specificity of its action. A crude lung 
extract was sedimented in the Sharples centrifuge. 
The large molecular size of thromboplastin makes 
this possible. The sediment was decalcified by sus- 
pension in a potassium oxalate solution. This 
presumably disrupts the thromboplastin-antithrom- 
boplastin complex. When the decalcified suspen- 
sion is resedimented, the precipitate contains 
thromboplastin, while the supernatant fluid is an 
anticoagulant. This supports the concept of a 
specific binding between the inhibitor and the 
thromboplastin, and thus that the anticoagulant is 
truly an antithromboplastin. 


The material was also shown to be antithrombo- 
plastic by use of the two-stage method for the study 
of blood coagulation. Prothrombin, Ac-globulin, 
and thromboplastin are known to be involved in 
the physiological formation of thrombin. When 
the inhibitor was incubated separately with each 
of these substances, the only observable effect was 
on thromboplastin. The activity of this clotting 
factor was reduced by a very significant and easily 
detectable amount. 
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VICTOR shock proof, oil immersed, wall mounted dental 
x-ray unit with cream finish. Rebuilt. Bargain. Films, 
chemicals and all accessories. Michigan X-Ray Sales 
Company, 13931 Oakland Avenue, Highland Park, 
Michigan. Phone: Townsend 9-5401. 





WANTED: EENT man for association with group 
practice in northwest section of Detroit, Michigan. 
Reply Box Number 4, 2020 Olds Tower, Lansing 8, 
Michigan. 





FOR SALE OR LEASE: Beautiful modern brick home 
and office of the late E. M. Cooper, M.D., in Rock- 
wood, Michigan. On main street, also on Huron River. 
Several thousand people without an M.D. Wonderful 
location and large practice. Close to several hospitals 
and close to Detroit’s industries. Call or write Almond 
A. Chapman, Rockwood, Michigan. Phone: Rockwood 
9497. 





FOR SALE: EENT practice and equipment in Ionia, 
Michigan. Includes operating chair, new Spencet 
ophthalmomiter, full set of test lenses, desk, swivel 
chair, reception room table, six chairs and ear, nos¢ 
and throat equipment, et cetera. Contact: Charles T. 
Pankhurst, M.D., Ionia, Michigan. 
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